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The Council of the Association, in December, 1944, appointed 
special committee to consider the subject of rehabilitation, 
and to make recommendations. 


The Rehabilitation Committee was composed of: Donald Hunter, 
FRCP. (Chairman—London), J. A. L. Vaughan Jones (Deputy 
Chairman—Leeds), H. Guy Dain, LL.D. (Chairman of Council— 
Birmingham), J. D. M. Cardell, F.R.C.S. (London), Air Commo- 
dore Osmond Clarke, F.R.C.S. (London), F. S. Cooksey, (Epsom), 
y, Zachary Cope, F.R.C.S. (London), Brig. F. A. E. Crew, F.R.S. 
Edinburgh), Ronald V. Christie, F.R.C.P. (London), J. J. R. Duthie 
(Midlothian), T. Ferguson, F.R.C.P.Ed. (Falkirk), Brig. Myles L. 
Formby, F.R.C.S. (London), W. C. Gissane, F.R.C.S. (Birmingham), 
| D. Grant (Glasgow), A. E. Gregg, J.P. (London), F.R.G. Heaf, 
FRCP. (Berkhamsted), Brig. F. D. Howitt, F.R.C.P. (London), 
J.T. Ingram, F.R.C.P. (Leeds), R. E. Lane, F.R.C.P. (Manchester), 
A. J. Lewis, F.R.C.P. (London), George MacFeat (Douglas, 
Lanarks), A. H. McIndoe, F.R.C.S. (London), Aiexander Miller, 
FRCS.Ed., F.R.F.P.S. (Glasgow), A. M. A. Moore, F.R.C.S. 
(London), H. B. Morgan, M.P. (London), A. R. Neligan (Droitwich), 
R. L. Newell, F.R.C.S. (Cheadle), Donald Stewart, F.R.C.P. (Birm- 
ingham), S. Wand (Birmingham), Sir Reginald Watson-Jones, 
FRCS. (London), Donald C. Norris, F.R.C.S. (London), and 
G. Hamilton Hogben (London). 


The subject has been considered from two aspects: the 
facilities that exist at the present time, and planned rehabili- 
tation. This document, prepared by the committee, has been 
divided into four sections: (I) Existing facilities for rehabili- 
tation; (II) Rehabilitation in the Services ; (III) The industrial 
resettlement of the neurotic; and (IV) Planned rehabilitation. 


I: EXISTING FACILITIES FOR 
REHABILITATION 
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It is generally agreed that rehabilitation is an integral part 
of all medical and surgical treatment, and true rehabilitation 
implies early and adequate primary treatment, although to 
ensure success the co-operation of industry and the various 
auxiliary services is vital. This presupposes that members of 
the medical profession are cognizant of the various statutory 
provisions and that they are prepared to participate fully in 
the national schemes. On the other hand, the average prac- 
titioner, unless he is engaged in industrial medicine, has little 
knowledge of the facilities that already exist, which are not 
necessarily interdependent, having been established to a large 
extent in a piecemeal manner. : 

The following factual statement of existing facilities, collated 
by the Rehabilitation Committee, is therefore published for 
general information. 


A. THE MINISTRY OF HEALTH AND DEPARTMENT 
OF HEALTH FOR SCOTLAND 


Recent Developments 
In the larger voluntary hospitals the establishment of fracture 


service in association with existing orthopaedic departments has 
teceived wide acceptance in the past 10 years, and such units, 
with their facilities for remedial exercises, occupational therapy, 
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and social service follow-up, formed the basis on which the 
wartime scheme for civilian and Service casualties was devel- 
oped. Following the recommendations in the Report of the 
Tomlinson Interdepartmental Committee the E.M.S. extended 
the facilities for the rehabilitation of casualties to include all 
types of medical and surgical illness and injury likely to benefit 
by such treatment. 


Special Orthopaedic Centres 


In providing treatment for the physically disabled the Ministry 
of Health has set up a number of special’ orthopaedic centres, 
one-half of which are permanent orthopaedic hospitals with 
peacetime functions: in addition to emergency work, and with 
the fullest developed rehabilitation services. They tend to take 
all the most complicated cases—in fact, the Ministry of Labour 
and National Service has asked for the co-operation of em- 
ployers, trade unions, and the public in directing appropriate 
cases to these centres. The scope of the centres covers, apart 
from remedial surgery, all stages of physiotherapy, remedial 
exercises, games, workshop occupation, and handicrafts. Con- 
tinuity of treatment and rehabilitation in one blended process, 
with full segregation of patients, is thus provided. 


Fracture Departments 


Long Stay.—There are approximately 60 long-stay fracture 
departments, which are similar in conception to the ortho- 
paedic centres. They deal with long-stay cases and embody 
rehabilitation, but differ mainly in that (a) they do not handle 
the very complicated cases, which are transferred to the centres, 
and (6) they usually do not include full workshop occupation, 
though they provide occupational therapy of a handicraft type 
and physiotherapy. Full continuation of specialized treatment 
with segregation of patients is provided. 

Short Stay—Some 200 hospitals with suitable specialist ser- 
vice and equipment co-operate in the fracture scheme; they 
were situated in so-called vulnerable areas, and were therefore 
unsuited to the smooth treatment of long-term cases. They 
are used for short-stay or ambulant cases. 

Fracture Clinics.—After discharge from in-patient treatment, 
rehabilitation follow-up treatment, such as physiotherapy, is 
often beneficial. Many of the above centres and departments 
have out-patient departments where specialized work of this 
kind can be done so as to fill gaps and to enable service to be 
given nearer home. Where possible, use is made of a number 
of selected clinics and hospitals able to give suitable service 
on the prescription of the surgeon originally attending the 
injury. 

At the end of their hospital treatment the majority of patients 
in this group are completely restored to their working capacity 
or are sufficiently restored to health to be able to return to 
their previous or a similar occupation. Of the remainder— 


amounting to about 17% in the case of the more seriously 
injured patients treated in orthopaedic centres, but very much 
less over the whole field of injuries—the majority, though left 
with a permanent disability, are capable of employment, but 
may require a course of vocational training to enable them to 
take up a new occupation. 


A small minority are left with a 
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permanent and serious disability which may require a prolonged 
course of specialized training to fit them for employment or 
may prevent them from working except under sheltered con- 
ditions. 

In Scotland there are seven orthopaedic centres under the 
emergency scheme—four are in hospitals specially built during 
the war years by the Department of Health for Scotland and 
under its direct administration, two are voluntary hospitals, 
while the third is a local authority hospital which has been 
considerably augmented by the Department. All are equipped 
with the ancillary service of physiotherapy and occupational 
therapy. Regional orthopaedic schemes based on a central 
hospital are being developed at present. Several of the larger 
voluntary hospitals have orthopaedic departments which con- 
trol all fracture cases, and a number of other hospitals have 
segregated fractures under unity of control. Special rehabili- 
tation services for the coal-mining industry in Lanarkshire were 
introduced in 1935 by a representative committee of the local 
doctors and the industry. In the past year this scheme has come 
under the auspices of the Miners’. Welfare Commission, and 
has been developed as a non-residential rehabilitation centre 
for the adjacent coalfields. The Department of Health for 
Scotland has also provided a residential centre in Mid- 
Scotland for the rehabilitation of industrial workers from all 
regions. 

Other Special Centres 


The E.M.S. established special centres for the treatment of 
injuries of the head and spine, psychoneurosis, faciomaxillary 
injuries and other cases for plastic surgery, chest centres, and 
units for the treatment of peripheral nerve injuries. All these 
centres developed physiotherapy, remedial gymnastics, and 
occupational and educational therapy according to the special 
requirements of each. As the result of the concentration of 
specialist staff and facilities, civilian cases needing special treat- 
ment as well as war casualties were concentrated in the special 
centres and received the benefit of the rehabilitation facilities 
available. 


Extension of Rehabilitation to all Branches of Medicine 


From 1943 onwards the Ministry of Health urged all hospitals 
to develop rehabilitation departments and to apply the principle 
to every medical and surgical case likely to benefit. In further- 
ance of this object the Ministry made available prefabricated 
huts to provide additional accommodation, gymnastics, games, 
and occupational therapy equipment, and subsidized the training 
of additional occupational therapists. 


Psychiatric Centres 


Facilities for the treatment and medical rehabilitation of 
cases of neurosis and psychosis have been provided during the 
war in special neurosis centres. These include psychotherapy. 
occupational therapy, workshops, and special training. The 
results depend necessarily on the original mental make-up of the 
patients and the type of neurcsis or psychosis from which they 
are suffering. In the majority of cases such restoration is 
effected as will enable them to return directly to ordinary em- 
ployment. 

The rehabilitation of a patient after recovery and discharge 
from a mental hospital is sometimes attended with difficulty 
because of possible prejudice militating against acceptance for 
employment. Patients discharged from a mental hospital are 
‘by no means unemployable, but wider provision of after-care 
would contribute to a reduction in the number of readmissions. 

The development of after-care during the war has been largely 
in the hands of psychiatric social workers ; valuable as their 
activities have been, the full possibilities could not be realized, 
since the shortage of medical staff and other factors made it 
impossible for their work to be everywhere linked as it should 
be with psychiatric clinics and hospitals. Other directions in 
which the rehabilitation of the psychiatrically ill could be 
furthered include the utilization of occupational therapy, which 
has been so prominent a feature in mental hospital work, as 
an aid in planning the patient’s occupational future after leaving 
hospital. 

Out-patient departments and clinics with facilities for psycho- 
therapy are now likely to become increasingly available for 
the general population, which has hitherto in many areas been 


inadequately provided for in this respect. To determine the 
degree of handicap and the most suitable employment jg oft 
difficult in psychiatric cases, and calls for expert advice, . 


Pulmonary Tuberculosis 


County and county borough councils have certain st 
duties to make adequate arrangements for the treatment ang 
after-care of tuberculous persons in their areas. Tuberculggi 
dispensaries, sanatoria, and hospitals have been Provided : 
meet this obligation, but there is considerable variation in t}, 
standard of these facilities in different parts of the country , 
Of the pre-war figure of 140,000 persons known to be suffering 
from pulmonary tuberculosis it has been estimated that approx 
mately 50,000 were in need of special rehabilitation facilities to 
enable them to regain the necessary physical capacity for Work 
to be self-supporting. Some sanatoria provide Occupationg| 
therapy as a normal routine, ‘but this is frequently used mo, 
as diversional therapy than as a means of fitting them fq, 
suitable employment on discharge. Only in a few institutions 
is there a serious attempt to train patients in useful producti 
work of economic value. Indoor sedentary work is usually 
found to be more suitable for tuberculosis cases than less te. 
munerative and heavier outdoor occupations. The rehabilitatio, 
care of pulmonary tuberculosis often takes many years, an 
therefore it cannot be completed at a sanatorium. 

The treatment received there should be continued with ; 
period of graduated remunerative employment under industria 
conditions, if necessary with prolonged or permanent residenc 
of the patient and his family at a village settlement such a 
Papworth or Preston Hall. Generally speaking, the necessity 
for adequate rehabilitation in tuberculosis has not been fully 
appreciated either by patients or by those responsible for tuber- 
culosis schemes, with the result that at present there are only 
six industrial settlements in the country—four under voluntary 
and two under local authorities. Provision has now been maé: 
for the establishment of special workshops for those who do not ! 
wish to take advantage of the facilities at industrial settlements, 
so that the patient may live at home or in a hostel and te 
employed and trained in suitable industries which lead the way 
to full or part-time employment in normal industry. Recent 
legislation makes it possible for responsible authorities to de 
velop a complete rehabilitation scheme to cover all tuberculosis 
cases in need of it in the country. 


atutory 


Cripples 


The Central Council for Care of Cripples, London, and the 
Scottish Orthopaedic Council have done useful service in corre- 
lating the work, in each country, of the physically handicapped 
and acting as central information bureaux. Under the Public 
Health Act, 1936, and the Public Health (London) Act, 1936, 
local authorities have powers to provide medical and surgical 
treatment for cripples at hospitals and clinics. The power 
provided under the Acts have not, however, been used to their 
fullest extent. 


B. MINISTRY OF PENSIONS 


The Ministry of Pensions is responsible for the provision of 
treatment (if it is not otherwise available—e.g., under the 
National Health Insurance Acts) where the need arises in con 
sequence of disablement attributable to or materially aggravated 
by war service. Where the arrangements for treatment for the 
attributable disability are appropriate to another authority 
(e.g., in cases of pulmonary tuberculosis or mental disorders 
necessitating treatment in a mental hospital) the Ministry of 
Pensions does not make the actual arrangements, but assumes 
responsibility for the cost. 

The treatment of serving members of the Forces is usually 
the responsibility of the Service Department concerned, but in 
certain cases it may be provided in a Ministry of Pensions 
hospital under arrangements made in the individual case be 
tween the Service Department and the Ministry. 

The Ministry administers 12 hospitals in England, Scotland, 
and Wales, two of which are managed by the Ministry on 
behalf of the Ministry of Health. At 11 of these hospitals 
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orthopaedic and fracture work is carried out, and there is pro- 
vision for physiotherapy, occupational therapy, recreational 
therapy, and early vocational training. 
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To 1946 
looms, 
tk} MINISTRY OF LABOUR AND NATIONAL 
The Ministry of Labour and National Service is responsible 
fot securing employment and, if necessary, vocational training 
for the disabled. Under the Disabled Persons (Employment) 
Statutory a 1944, courses of training can be provided for men and 
nent and} “ nen who, on account of disablement, need help to get 
thee employment or to take up work on their own account. Courses 
neg f industrial rehabilitation can also be provided for those who 
OD in the >a not fit to go immediately into full-time employment or 
Country training. Courses will be provided free, with maintenance, 
Sulfering dependants’ allowances, and travelling expenses. These allow- 
Re ances are not subject to income tax, and are payable without 
ig: to regard to any disability pension or similar allowances. Many 
natal such courses are already available, and are being extended. 
ed 10ne Aregister of disabled persons will be kept at the local offices 
on of the Ministry of Labour and National Service. The main 
tituti . condition for registration is a substantial handicap to employ- 
odu 100s ment and work which is likely to last for at least six months. 
pe The decision will depend upon the nature of the disablement 
and its effect upon employment. 
ilitation Registration is entirely voluntary, but those who are registered 
irs, ani wil have the special advantages in getting and keeping employment 
: ss described in the paragraphs below. Application for entry in the 
. Register will have to be made on a special form, which will be 
with 1 wvailable at any local office of the Ministry. The application may 
dustrial } 4, accepted forthwith, but if there is any doubt it will be referred 
Sidence io an advisory committee. These committees, which have been set 
such as up throughout Great Britain, will be composed of an independent 
ecessity } chairman, equal numbers of employers and workers, and repre- 
n fully { sentatives of ex-Service organizations and other persons with a 
- tuber § special knowledge of the problem of disablement. ; A doctor may 
re only be nominated for the purpose of advising a committee on matters 
luntary referred to it under the Act. ; ; 
; All empioyers with 20 or more workers will be required to employ 
1 made aquota of registered disabled persons—the quota for each employer 
do not ' being a percentage of his total employees. An employer who has 
Ments, | jess than his quota may not take on a non-registered person with- 
ind be | out a special permit from the Minister, and a registered disabled 
1e way | person may not be discharged from his employment without reason- 
Recent | able cause if the discharge would bring the employer below his 
uota. 
bh: “nl addition certain occupations which are thought to be specially 
suitable for disabled persons may be earmarked for them under the 
Act, and vacancies occurring in those occupations may not be filled 
by unregistered persons without a permit from the Minister. 
The scheme for assisting the disabled will not adversely affect the 
ad the re-engagement of an ex-Service man or woman who has a statutory 
right under the Reinstatement in Civil Employment Act, 1944, or if 
Corte: | the employer has made a definite agreement for reinstatement before 
apped | the date the quota provisions come into force. In such cases the 
Public | employer may re-engage his ex-Service employee, whether disabled 
1936, | or not, even if he has not his full quota of disabled persons in his 
rgical employment. 
owers Special arrangements wiil be made for the provision of employ- 
their | ™ent or work on own account for persons who are so seriously 
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disabled as to prevent their employment under ordinary conditions. 
Schemes of this kind will be started or assisted by the Ministry of 
Labour and National Service, and they will include courses of 
training and maintenance allowances, as well as the employment of 
the seriously disabled in their own homes. 


The Act will be brought into operation as circumstances 
require. Certain sections have been brought into operation— 
namely, those dealing with the definition of “ disabled person ” : 
the provision of vocational training and rehabilitation courses ; 
special facilities for the employment of the seriously disabled ; 
preference for men who have served in H.M. Forces or the 
Merchant Navy, and for women who have served in certain 
of the Women’s Services ; establishment of a National Advisory 
Council ; the appointment of officers, issue of regulations and 
application to Northern Ireland, and the application of the Act 
to non-British subjects ; registration of disabled persons ; and 
the obligation on certain employers to employ a quota of dis- 
The section dealing with the appropriation of 
vacancies in designated classes of employment to persons regis- 
tered as disabled remains to come into operation at a later date. 
Interviews in Hospital—Every local office of the Ministry keeps 
in close touch with all hospitals in its area and with Service establish- 
ments from which discharges on medical grounds take place. A 
Tepresentative from the Ministry, known as the disablement rehabili- 


tation officer, attends at the hospital to interview any person who 


has a disablement and who needs advice and help to find suitable 
employment. The representative gets a report from the medical 
authorities as to the nature of the disablement and the kind of 
employment or training most suitable; in amputation cases a speciai 
report is obtained from the limb-fitting surgeon at the centre where 
the artificial limb is provided. A record of the interview is made, 
and used by the local office to advise the patient as soon as he 
returns home and is ready to make a start. The interview in hos- 
pital generally takes place shortly before the patient’s discharge 
from in-patient treatment, but an interview at an earlier stage can 
be arranged for those who want advice about their future employ- 
ment prospects. Wherever a patient feels that he would like to have 
a talk with the Ministry’s representative the hospital authorities 
will arrange for him to be ‘specially interviewed, if he asks 
them to do so. A further interview can take place later when 
the patient is ready to be discharged from in-patient treatment. 
At the interview the patient is given a card, which he can produce 
at the local office in his home area for any further help he may 
require. If he wants employment of a professional or executive 
character his particulars will be sent to the Appointments Register, 
and his card will introduce him to the appointments office nearest 
his home, to which he should send it when he wants further help. 
If he has a high technical or scientific qualification arrangements 
will be made for the Central (Technical and Scientific) Register at 
Alexandra House, Kingsway, London, W.C.2, to get in touch with 
him. 

Return to Employment.—Many disabled persons wili be able, and 
will want, to return to their former occupation, but will not know 
whether such employment is available. Some unable to return to 
their old occupation will want to know what other employment they 
can get. Others may need training to assist them to take up a new 
occupation. Such matters can be discussed with the patient at the 
interviewing hospital or at a local office of the Ministry, with the 
object of helping him to obtain employment that is best suited to 
his disability—not any employment, but the most skilled work which 
he can take and keep on his merits and in competition with his 
fellows—but for some time the choice of employment will be 
restricted, and new courses are constantly being set up. Every effort 
will be made by the Ministry to meet individual wishes. 

Reinstatement.—Persons discharged from the Forces or the 
corresponding women’s Services may have a statutory right to 
reinstatement in the empioyment which they left to undertake. war 
service. Such right depends, among other things, on the question 
whether it is reasonable and practicable to re-employ them, having 
regard to all the circumstances. In cases where a person having 
Statutory rights is prevented from exercising them because he has 
been sent to other work by direction or written request issued by 
the local office, the reinstatement rights may be preserved. 


Industrial Rehabilitation Centre—A centre has been estab- 
lished by the Ministry at Egham, Surrey, to assist disabled men 
in the difficult and often disheartening period between con- 
valescence and new employment. The aim is to get the disabled 
person fit for work or for training for work—not just any 
job. Even with serious disabilities men can in most cases be 
fitted for jobs in which they will earn as good a living as 
their neighbours and be able to do.as well for their families. 
Reassurance on this score is half the cure, for it dispels the 
mistaken idea that a disabled man cannot tackle life on equal 
terms with his fellows. During a stay of six or eight or, in 
some special cases, twelve weeks at the Egham Centre, men will 
be physically toned up—by games, exercises, and massage ; 
electro- and actino-therapy is arranged for each man under 
medical supervision where it would be beneficial. They will 
have a chance to “ brush up” their mathematics or English or 
anything else necessary to their future employment. They will 
be advised about occupations they can follow as efficiently as 
the fit man. And they will be tried out on these jobs under 
experts whose aim is to get them fitted for the most suitable 
kind of employment. 


Vocational Training—The original work in this field was 
carried out by the Robert Jones and Dame Agnes Hunt Ortho- 
paedic Hospital with its associated Cripples’ Training College 
in Oswestry. This served as a model on which other regions 
have built similar schemes and as a guide to the Government 
training centres which have developed in recent years. 


Government Training Centres—There are 18 Government 
vocational training centres, and out of a total of 10,000 or more 
places approximately one-fifth are available for disabled 
persons. The proportion of courses for the disabled is steadily 
increasing, as will. the number of places allotted for training. 
Additional centres are being set up. Some 40 trades are at 
present available for disabled trainees. The period of training 


| 
| 
i 
| 


190 JuNE 29, 1946 


REPORT OF REHABILITATION COMMITTEE 


SUPPLEMENT T 
BRITISH MEDICAL 


varies according to the occupation in which training is being 
given and, in individual cases, according to the nature of the 
disability. For the majority of cases a period of about 26 
weeks’ training is required, but it may be shorter or longer 
according to circumstances. Provision is made for proper 
medical supervision of the training courses at the centres so as 
to ensure that training is suited to the particular disablement. 
The training is given by skilled instructors, and is the product 
of many years of experience. It is intensive, and is organized 
to reproduce as nearly as possible the ordinary working con- 
ditions of industrial employment. 


Training with Employers.—The training of disabled persons 
may also be undertaken where the employer, by arrangement 
with the Ministry, is willing to train for subsequent employment 
in his own works or to provide training for employment else- 
where. For such training the conditions, including the method 
and rate of payment during the training period, will be arranged 
according to circumstances. 


Special Training Centres.—There are three special residential 
training centres for seriously disabled persons, organized on 
a voluntary basis with a close liaison with the Ministry of 
Labour—namely, Queen Elizabeth College for the Disabled, 
Leatherhead ; St. Loyes College for the Training and Rehabili- 
tation of the Disabled, Exeter; and the Sir John Priestman 
Hospital for the Disabled, Finchall Abbey, Durham. They are 
staffed and equipped to deal with cases needing special care, 
with a consultant orthopaedic surgeon at each centre. The 
Department has reserved 185 training places for men and 30 
places for women. The syllabus of the training courses at the 
three centres is supervised and approved by the Department. 
Normal hours of training are 44 per week, but adjustments of 
hours are made to meet the circumstances of individual trainees 
who cannot work the normal hours. Courses usually last 26 
weeks, but may be extended as required and in individual 
instances. There is an occupational therapy department at one 
centre where short courses of convalescent training are given 
as a preliminary to vocational training. In addition to the 
three training centres mentioned, steps are being taken to 
establish the Portland Training College for the Disabled on a 
site adjacent to that of the Harlow Wood Orthopaedic Hospital. 
Though within the vicinity of the hospital, this centre, working 
in co-operation with the Ministry of Labour, will receive dis- 
abled men and women from any hospital in the region after 
completion of treatment. 


The Blind.—Special arrangements have been made by the 
Ministry of Labour and National Service with the National 
Institute for the Blind for the placing of blind persons in 
suitable industries. Lists of existing and possible occupations 
for blind persons have been compiled in conjunction with the 
National Institute and St. Dunstan’s. Similar arrangements 
apply with regard to St. Dunstan’s except that employment is 
obtained direct from St. Dunstan’s through the media of local 
employment offices. Arrangements on similar lines obtain in 
Scotland. In 1941 there were 83,000 registered blind persons, 
of whom 42,000 were under 16 or over 65 years of age. Of 
the remaining 41,000, 9,000 are in employment, and of this 
number 6,000 are employed in Blind Workshops or under Home 
Workers’ Schemes. Of the 32,000 remaining in the 16-65 age 
groups, a considerable number are unemployable by reason 
of mental and physical defects. As from April 1, 1946, the 
responsibility for providing for the further education and train- 
ing of the younger blind (between the ages of 16 and 21) will 
rest with the Miffister of Education and the local education 
authorities, while responsibility for the training of those who 
become blind at or after the age of 21 will rest with the Minister 
of Labour and National Service. This applies also te those 
partially sighted persons who require training for employment. 
Treatment of Service cases blinded through enemy action is 
provided by St. Dunstan’s on behalf of the Ministry of Pensions, 
which subsequently provides fuli vocational training and assists 
them to find employment. Civilians blinded as a result of 
enemy action go to the homes of recovery established by the 
National Institute for the Blind after they have received the 
necessary hospital treatment, or to other institutions where 
they receive rehabilitation treatment in the sense of “ learning 
to be blind.” They then come under the arrangements for 
training of the appropriate education authority. 


The Deaf.—As a rule deafness is not amenable t 
and surgical treatment. The only remedy is to fit hear} 
apparatus or to train in lip-reading. One hearing-aid ring 
has been conducted for some years at the Department ro 
Training Teachers of the Deaf at Manchester University on 
similar clinics were established at one or two hospitals | 
London before the war. In itself deafness is not a pa . 
employment save in certain occupations. For the minority a 
need it vocational training is the specific duty of the bien 
education authority. Voluntary agencies, missions, and Wel- 
fare associations exist throughout the country to help deaf , 
persons to obtain employment, and the activities of these bodies 
are centralized in the National Institute for the Deaf. The 
Ministry of Labour and National Service acts in conjunction 
with the National Institute for the Deaf as outlined for the 
National Institute for the Blind. 


O Medical: 


D. MINISTRY OF FUEL AND POWER IN Associa. 
TION WITH MINERS’ WELFARE COMMISSION 


The accident rate in mining is six times as high as in factories 
and the Miners’ Welfare Commission has long realized the 
need for a full rehabilitation service. The necessity for early 
transfer to the specialized Orthopaedic and Fracture Depart: 
ments organized by the Ministry of Health and the Departmen 
of Health for Scotland has been emphasized to an extent that 
the relatives and guests of the injured men, their trade union, 
and the colliery officials are all invited to assist in whateve; 
way they can to ensure transfer to these centres. It is estimated 
by the Miners’ Welfare Commission that 80% of cases may be 
quickly restored to full working capacity. The remaining 20», 
of accident cases require rehabilitation at a special residential 
centre, either because their injuries prevent travelling daily 
to a clinic or because the effects of the injury and the associated 
disablement have so reacted upon the general condition of body 
and mind that they need the more cheerful and stimulating 
atmosphere of a special centre for their recovery, in place of 
the invalid environment of a hospital and the well-intentioned ‘ 
but sometimes misguided solicitude of relatives and friends at 
home. At a residential centre the treatment differs from that of 
a hospital clinic only in its scope and variety. It fills the 
day on five days of the week. Leisure time also is devoted to 
diversions and entertainments to occupy the patient’s mind with 
thoughts other than of his own disability. 

Centres linked with the Fracture Service of the E.M.S. have 
also been developed by the Miners’ Welfare Commission to 
serve all the major coalfield districts where existing facilities 
are inadequate, so that all coal-miners are assured of the best 
modern treatment. An important requisite for rehabilitation 
is the ease of mind which comes from freedom from domestic 
worries and the assurance of re-employment. These matters 
are therefore in the care of the Management Committee and 
Welfare Officer of the centre, but the industry itself is called 
upon to play the vital part of reinstating the patient in his old } 
job or in some lighter work at first. To facilitate this the 
colliery owners and miners’ trade union branch are informed 
from time to time of the patient’s progress. There should be 
no interval of idleness upon leaving the centre and going back 
to work ; the patient is tuned up to start work immediately. 
In one series of 400 cases 95% were reinstated in the industry; 
with the best treatment in the world there must inevitably bea 
few patients who are prevented by some permanent disable 
ment from getting satisfactory employment within the coal: 
mining industry. For these and for other persons discharged 
from the mining industry, under the operation of the new 
Medical Service in Mines, training for other occupations suit: | 
able to their capacity will, if necessary, be arranged under 
the Training and Resettlement of Disabled Persons schemes of 
the Ministry of Labour and National Service. 


E. MINISTRY OF WAR TRANSPORT 


Manchester Dock Scheme.—The Port of Manchester Author: 
ties have established a rehabilitation centre with the approval 
of the Ministry of War Transport to which dock workers maj 
go for advice and treatment. The centre includes physic 
therapy, gymnastic, and social departments. Advice is give 
to patients without interfering with the existing relations be 
tween patient and doctor. It is suggested that the tendency t0 
return to work too early haS been checked by this scheme, 
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which includes payment of up to 55s. per week less the statutory 
weekly sick benefit payment under national health insurance 
and any payment: made under Workmen’s Compensation or 
Government disability persion. In the event of income from 
any or all of these sources exceeding 55s. per week no payment 
is made from the Ministry of War Transport Management Fund. 
in cases of partial unfitness subsistence allowance and travel- 
ling expenses are paid. All workers attending the centre are 
supplied with midday dinner and tea free of charge. 


Mersey Docks Medical Service——The Mersey Docks and 
Harbour Board has established a voluntary scheme at the re- 
quest of the Ministry of War Transport for provision of 
adequate first-aid facilities at centres within the docks—such 
centres to be available for follow-up treatment. A further 
scheme of rehabilitation is under consideration. 


F. MINISTRY OF SUPPLY 


During the war the Ministry of Supply has undertaken the 
rehabilitation and training of workers who have hitherto been 
classed as unemployable. The department has also set up 
centres within the Royal Ordnance factories for the rehabili- 
tation of certain of its own employees. 


G. THE SERVICES 


The Services have full schemes of rehabilitation organized 


within each Service. 
H. SPAS 


The spas offer special as well as ordinary facilities for re- 
storing the sick and injured to full usefulness. The indications 
for spa treatment can be classified as follows: fatigue states 
and “sub-health’; convalescence; loss of function due to 
rheumatic and allied afflictions, including certain affections of 
the nervous system ; after-treatment of injuries. 

Methods of treatment include change of air and environment, 
with all that these mean—rest and recreation, hydrotherapy, 
massage and remedial exercises and the ordinary methods of 
electrotherapy and heat treatment, occupational therapy. Group 
games and exercises are being introduced. 

There are spas close to and easily accessible from four of 
the great industrial areas in England. Some groups of indus- 
tries, as in the case of Birmingham, have their own hospital 
at a spa; others have arrangements with hospitals or hostels 
for their employees. A scheme was evolved in 1930 by the 
Friendly Societies and the British Spas Federation, for the spa 
treatment of their members: but it has been little used, for 
theumatism has not been made a “ benefit” officially. Societies 
are, however, authorized to pay for their members’ treatment 
at “accredited ” spa institutions. Patients can obtain treatment 
either as in-patients or as out-patients. Some 750 beds are 
maintained in special spa hospitals. The number is quite in- 
sufficient to meet the demand, and plans for new and larger 
hospitals are in hand. It is possible that offices and permanent 
hutted camps which have been built by the Government at 
several spas could well be adapted to other uses. 150 beds 
are maintained in residential clinics—& recent development to 
help patients of limited means. There are also hostels—less 
costly to run than hospitals and clinics, and popular with 
patients who do not need institutional care. They are useful 
from a psychological point of view, and more are needed. 


I. PIONEER EXAMPLES OF REHABILITATION 
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The following are examples of pioneer types of rehabilitation 
facilities ; 


Robert Jones and Agnes Hunt Orthopaedic Hospital, Oswestry 


The theme of this, the first open-air orthopaedic hospital in the 
world, is ‘‘ the prevention, treatment, and training of the cripple.” 
It embraces a system of after-care clinics, county voluntary ortho- 
paedic associations, and the Derwen Cripples’ Training College. It 
Owes its success very largely to voiuntary effort, although beds are 
now endowed by local authorities and grants are made by the Board 
of Education. The means adopted to ‘“ rehabilitate ’’ the individual, 
technically and economically, can best be summarized under two 
headings—adults and adolescents. 

Adults.—(a) The hospital is staffed so far as is possible with ex- 
patients—i.e., in administrative posts, engineers, painters, joiners, 
motor mechanics, including chauffeurs. In the early days before the 


Derwen Training Coilege was established the making of splints and 
appliances was done almost wholly by ex-patients, thus proving that 
people with considerable and often major disabilities could be use- 
fully employed. Care was taken to ensure that the job given was 
within the compass of the individuals’ physical attainment. Ortho- 
paedic supervision and treatment could be readily obtained, thus no 
doubt reducing absenteeism, which might have been high if facilities 
for splint renewal or repair, and the services of the ancillary depart- 
ments of the hospital, had not been immediately available. (b) The 
County Voluntary Orthopaedic Associations played a great part in 
finding employment for those ex-patients returning home to localities 
for which they, the Associations, were responsible. The scheme 
worked well, and though no statistics are at the moment available 
it is certain that the majority of patients were, by these voluntary 
endeavours, found such employment as prevented them becoming a 
serious charge on the community. 


Adolescents.—The problem of the education and training of boys 
and girls of school age for gainful employment was started in 1927 
with a hut and 6 patients! Thus the 1930 Derwen Cripples’ Train- 
ing College began, and it rapidly expanded until at the beginning of 
the recent war there were 200 trainees and a considerable waiting 
list. A tutor was appointed for their general education, and in 
addition they were taught painting, sign-writing, woodwork, iron- 
work, surgical instrument and splint making, toy-making, dress- 
making, tailoring, domestic science, and boot making and repairing. 
After a three-year period of training some 75% of these trainees 
obtained a self-supporting position in industry in competition with 
normal peopie, even in times of peace. Another 20% were employed 
in the workshops of the College. 


Roffey Park 


This was organized by the National Council for the Rehabili- 
tation of Industrial Workers and sponsored by a number of 
leading employers. There are residential facilities for 110 patients 
of both sexes between the ages of 18 and 50. The majority of 
patients are suffering from nervous disabilities and are drawn from 
industry, in most cases being referred by industrial medical officers. 
All patients on admission are given a thorough examination and 
are seen by a psychiatrist and social worker; they are aiso given an 
intelligence test. Treatment, based on results of the various tests, 
includes physical training, gardening, work in the kitchen, work- 
shops, and dressmaking. A day nursery is provided to assist with 
domestic problems. Special attention is paid to suitable placement 
on discharge, when a full report is sent to the referring doctor. 
The institution also provides training courses in social and indus- 
trial health for doctors, social workers, nurses, and labour managers. 


Birmingham Rehabilitation Workshop 


The Birmingham Accident Hospital co-operates with a large works 
(employing 15,000 workpeople), and has established a special rehabili- 
tation shop at the works, where injured workpeople (who normally 
would be absent from work) are employed at the right stage of their 
recovery. The surgeons of the hospital visit the works each week 
and advise the works medical officer in selection of cases, type of 
work to be undertaken, follow-up, and progression, until the patients 
can return to their pre-accident occupations or are re-trained for 
other work in the factory. 

The shop was founded on the principle that repetition exercises 
to increase the range of movements, the speed of movements, and 
the patients’ endurance to physical effort can, with very simple 
mechanical modifications, be carried out on normal factory produc- 
tion units if the patients are carefully selected. Though the primary 
aim of the rehabilitation shop is the full physical recovery of the 
patient, this can be combined with production under something 
like normal industrial conditions. The appointment of a shop 
manager—a trained engineer who appreciates the surgical, social, and 
economic background of the accident problem—is considered a vital 
part of the scheme. A system of payment based on the difference 
between compensation and pre-accident earnings has been intro- 
duced. Patients entering the rehabilitation shop are transferred 
direct from the hospital rehabilitation centre when they have 
sufficiently recovered to be capable of two ‘hours’ continuous effort. 
In the shop they are upgraded until they are fit for transfer to the 
normal working conditions in the factory. The shop employs 30 
workpeople, and to date 560 injured patients have passed through 
it to the factory proper, the average period of treatment in the shop 
being six weeks. 


Harlow Wood Orthopaedic Hospital 


In the early stages of the war it was realized that men who had 
received treatment at Hariow Wood Orthopaedic Hospital could 
not be kept there long enough to fit them to return to their units. 
It was therefore decided to utilize as a rehabilitation annexe a 
country house which was controlled by the hospital. This work 
began in 1941. The centre provided residential treatment for 50 
male patients, all suffering from injuries of the locomotor system. 
Facilities included physiotherapy, gymnasium, outdoor sports, and 
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a swimming-pool. Occupational work, both diversional and 
remedial, was supervised from the parent hospital. Heavier occupa- 
tional treatment in the form of gardening, log-cutting, and farm 
work was also available for the more fit patients. All were under 
the supervision of a member of the surgical team of the parent 
hospital, so that continuity of treatment from the time of admission 
to hospital until discharge from the rehabilitation annexe was main- 
tained. No attempt at a selective exclusion of cases for admission 
to this centre was made. All patients who were ambuiant and who 
were considered fit to undergo the strenuous course of treatment, 
whether or not they would make a full recovery, were admitted. 
The country house has now been returned to its owner, and this 
centre has therefore had to be given up. In its place a new rehabili- 
tation annexe is being developed on a large site adjacent to the 
hospital. This will have the advantage of making the facilities of the 
large occupational therapy workshop at the hospital available for 
patients undergoing post-hospital rehabilitation, while at the same 
time the patients will be outside the ordinary hospital routine. It is 
probable that the centre will develop on lines slightly different from 
and less strenuous than those which were necessary for Service 
patients. Men will be encouraged to undertake work as near as 
possible to that which they do normally. There is no doubt that the 
rehabilitation facilities have been of great benefit to the patients 
of the hospital during the war, and that for efficiency in peacetime 
they must be maintained. d 


Victoria Infirmary of Glasgow (and Philipshill Orthopa2edic 
Hospital) 


In this hospital there are orthopaedic wards and an out-patient 
department, which includes a gymnasium and provision for physio- 
therapy. There is segregation of all hospital in-patient and out- 
patient fractures under unity of control in the department, in addi- 
tion to routine orthopaedic cases. The Infirmary also has a county 
Orthopaedic Hospital (200 beds) at Philipshill, situated eight miles 
from the centre of the city. This, in collaboration with the Depart- 
ment of Heaith for Scotland, was extended during the period of 
the war, and now provides 180 beds for long-term cases with 
adequate facilities for physiotherapy, occupational therapy, and 
adult and juvenile education. It is recognized as a hospital school 
by the Glasgow Education Authority. A Nuffield grant enabled this 
hospital to expand its services as a recognized orthopaedic centre 
for South-West Scotland, and at present there are working arrange- 
ments with Lanarkshire, Renfrewshire, and Dumfriesshire, where 
after-care clinics have been established. Hospital workshops at the 
Victoria Infirmary and Philipshill, for the making of surgical 
appliances, have been in existence for the past few years to supply 
the South-West region; and by arrangement with the Ministry of 
Labour the workshops have become recognized as a training school 
for the disabled. ; 


Glasgow Royal Infirmary 


In September, 1940, a Rehabilitation Department was opened in 
the Glasgow Royal Infirmary as well as a new Physiotherapy Depart- 
ment. In this orthopaedic block an increasing number of injuries 
and other orthopaedic conditions are treated each year from the 
time of their injury onwards. In 1945 the number of new cases 
was 10,441, of which 5,770 came from Glasgow and 3,892 from 
Lanarkshire. Owing to the large numbers from Lanarkshire, three 
clinics were opened in that area, and are run by members of the 
parent orthopaedic unit. In addition to the surgical and rehabilita- 
tion treatment the social service side has been simultaneously 
developed, and all patients are interviewed by an almoner and, if 
need be, visited in their own homes. The rehabilitation officer from 
the Labour Exchange also interviews patients regularly at the hospital 
and helps in the resettlement of the permanently disabled. 


Lanarkshire Miners’ Rehabilitation Scheme 


Lanarkshire is the largest industrial county in Scotland, and a 
large percentage of its disabled came from the coal-mining industry. 
The county had no general hospital service, and was dependent for 
this on the city of Glasgow. In 1935 medical practitioners, after a 
preliminary discussion with representatives from the mining industry, 
formed a committee with equal representation of miners, coal- 
owners, and doctors. They established a series of clinics for treating 
disabied miners, the scheme being financed by equal grants from 
the funds of the owners and of the workmen. This scheme operated 
most successfully; in 1945 it was taken over by the Miners’ Welfare 
Commission, and is now being developed as a single non-residential 
rehabilitation centre for this regional coalfield. 


J. CONCLUSION 


The above information has been compiled from information 
supplied from various sources, and there are doubtless other 
facilities for rehabilitation not included or referred to above. 
The Association would therefore be grateful if details of such 
facilities could be brought to its notice. 


Il: THE SERVICES 
(A) PREHABILITATION, REHABILITATION, AND | 
“REVOCATION ” IN THE ARMY* 
Prehabilitation | 


During the years before fighting was resumed, recruitment 
for the regular Army was hindered by the high incidence of 
physical and mental imperfection among those who Presented 
themselves for enlistment. Large numbers were Tejected, not 
on account of gross defect or derangement, but because their 
general development was so wretchedly poor. It was reason. 
able to assume that these were not constitutional weakling, 
but were the victims of poverty, malnutrition, insanitation, ip. 
complete and faulty education, having lacked the opportunities 
for normal growth and development of mind and body, 

The Army’s need for recruits and the growing opinion tha 
imperfection of this kind could be corrected by appropriate 
means, led to the establishment of two substandard reeryits 
physical development depots. To those such as could be ey. 
pected to profit were sent, there to encounter those health- and 
growth-promoting agencies that had been absent from their 
civilian environments. There they received the raw material 
of health, growth, and development—an objective in living, ; 
sense of being of value to society, good food, lodging, hygiene 
and recreation, combined with controlled physical training and 
general education. 

In this way the Army launched an experiment of the greates 
significance in what is now called social medicine. It yielded 
results that were indeed remarkable, for these showed in the 
clearest possible way that a great many of the disabilities that 
now disfigure our human population are readily preventable, 
and that their repair is an astonishingly easy accomplishment, 
But this most exciting adventure in social medicine was brought 
to an abrupt end by the resumption of the war, with its urgent 
demands for barrack accommodation and training personnel. 
The depots were closed. Not for long, however, for it was 
quickly recognized that since the Army, unlike the other fight. 
ing Services, must accept and assimilate the substandard recruit, 
it had to take steps to transform him. The lessons learnt at 
these substandard physical development depots were remen- 
bered, and a physical development centre was established in 
September, 1941, under the joint aegis of the Army Physical 
Training Corps and the Royal Army Medical Corps. Such 
was the immediate success of this centre that two more were 
quickly organized. 

These centres are concerned with prehabilitation—that is to 
say, with’the metamorphosis of the substandard recruit into 
the standard recruit, who can then enter a primary training 
centre and profit from the military training that he will there 
undergo. Men up to the age of 35 of poor physique or exhibi- 
ting minor remedial defects of locomotion form the bulk of 
those who are sent to these physical development centres. Of 
the rest many are cases of postural spinal defect and of foot 
defect. Young officers in need of physical development or 
restoration were also accommodated. 

The centres are staffed with selected officers, among whom 
are certain specialists—specialists in physical medicine, officers 
of the Army Physical Training Corps and of the Army Catering 
Corps. The warrant and non-commissioned officers are divided 
between the administrative, training, medical, and educational 
staffs, the greatest number being drawn from the Army Physical 
Training Corps. The training that is undergone consists of 
physical training, in which may be included special remedial 
training, physiotherapy, purposeful strengthening of the body 


for war, the introduction to military training proper, and an } 


organized programme in general education. Normally the 
soldier remains at the depot for two months, but this period 
may be lengthened or abbreviated at the discretion of the 
specialist in physical medicine. More than 12,000 men have 
passed through these centres, and of these no less than 85% 
have had their medical categories raised as a result of the 
training received. There is a noticeable increase in height 
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and weight ; bent backs become straight and flatfoot is greatly 
improved. The trainees’ outlook on life undergoes a complete 
change as their bodies respond to exercise and their minds 
unfold with education and entertainment. This is no fleeting 


* Based on an original paper prepared by Brigadier F. A. E. Crew. 


But | 
need 
} 
| scien 
magi 
anyc 
only 
of fi 
| pital 
} is sl 
the 
com 
| sold 
| one 
) inh 
| ized 
4 
| to 
dov 
| cen 
| 
| atic 
| 
or 
ph 
the 
| im 
Te; 
| lo 
| ac 
| bc 
in 
ce 
of 
_ di 
= ci 


June 29, 1946 REPORT OF REHABILITATION COMMITTEE 
DURNAL 
Soe ae mprovement, as is revealed by the “follow-up” questionary nized that in connexion with the Hospital for Head Injuries 
that records their subsequent history. _One rather startling fact at Oxford special measures were necessary for the after-care 
has emerged from the experience gained: as a result of the of its patients. Early in 1940 steps were therefore taken to 
AND alertness of mind that is associated with their general im- obtain a convalescent hospital near by, where patients no longer 
provement, these men score appreciably higher marks in intelli- in need of active surgical treatment but still requiring the super- 
| nce tests after they have been through the centre than they vision of the surgeon could be retained while paralysed limbs, 
ve did when they were first enlisted. for example, regained their function as the brain injury healed. 
rultment These centres provided unique opportunities for research During this period two forms of treatment are essential: 
lence of into problems of vital importance to post-war society. But physiotherapy, including massage, passive and active movement, 
resented during the war years the Army had to concern itself solely local application of heat, light, and electricity ; and occupational 
ted, not with matters that were directly related to the war effort, and therapy, designed to exercise, strengthen, and restore the 
Se their much of profound interest and value to society generally was affected parts. 
Teason therefore left for future investigation. But there can be no An auxiliary hospital of the Joint War Organization of the 
‘aklings doubt that, with the ending of the war, centres such as these British Red Cross Society and of the Order of St. John of 
ion, in- could and should become active centres of research in social Jerusalem was placed at the disposal of the Head Injuries 
unites medicine. . Hospital, and was specially equipped and staffed to undertake 
y. ae this kind of work. At the same time developments tending 
On that Rehabilitation in the same direction were occurring at the Military Conva- 
rOpriate Just as many are substandard on entrance to the Army, so lescent Depot, Harrogate, which received cases convalescing 
Tectuits | others become substandard as a result of wounds, injuries, and from injuries or diseases of the bones, joints, and muscles. 
&- | inness, and for their restoration a system of rehabilitation was An arrangement had been made whereby these were sent to 
th and | devised. Rehabilitation in its medical sense is the planned the Royal Bath Hospital, Harrogate, there to undergo physio- 
‘ their restoration to health and efficiency in the shortest possible therapy. In July, 1940, the Director-General of Army Medical 
ateriaks time of those who, through injury or sickness, have become Services invited an eminent civilian consultant in physical 
Ving, a unfit and temporarily incapable of resuming military vocations. medicine to visit this convalescent depot to report upon the 
Yelene, One of the most important and significant advances in mili- work that was being done there and to advise him as to its 
Ng and tary medicine that have occurred during and as a result of possible extension, both there and elsewhere. The report sub- 
this war has been the development of an organization designed mitted clearly indicated that the system that was rapidly 
Teatest | 49 undertake the management of the convalescent patient. In evolving at Harrogate was of the very greatest value in assist- 
Yielded the days which now seem so very remote, but which are in ing and expediting the recovery of these convalescent patients, 
In the | fact quite recent, convalescence was regarded as a process by and strongly recommended that physiotherapy, occupational 
eS that which the natural recuperative powers of the body themselves, therapy, and remedial exercises should henceforward constitute 
ntable largely unaided and with the passing of time, brought about a prominent part of the normal routine in all military conva- 
hment a return to the normal in so far as the normal was capable of escent depots, and should also be utilized, so far as was 
Tought | attainment. The attitude of the doctor towards the convales- applicable, in the treatment of patients, surgical and medical 
Urgent cent patient when further active medical or surgical treatment alike, in hospitals and in convalescent hospitals. The report 
‘onnél, had become unnecessary was usually of a purely passive kind. suggested, further, that specialists in physical medicine should 
. | But the urgent demands of war revealed and emphasized the be appointed to each command to supervise the application of 
, fight need for restoring patients to full working capacity as efficiently | these measures in military medical establishments, that the staffs 
Ccrult, | and as speedily as possible ; and so a more active and more of the convalescent depots and of the larger convalescent hos- 
Tt al |} scientific attitude towards this problem, which is of very great pitals should include an instructor of the Army Physical 
— magnitude, came to be adopted. Training Corps specially. trained in medical gymnastics and 
ed ' It will be agreed that the hospital is the proper place for remedial exercises, and that masseuses, occupational therapists, 
ystcal anyone whose condition demands treatment of a kind that and teachers uf handicrafts should be made available at all 
Such only a hospital, with its large and varied staff and its great range hospitals which received military personnel. These recom- 
Were | of facilities, can provide. It will be agreed also that the hos- mendations were accepted and carried into effect. A consultant 
pital is the very worst place possible for anyone whose condition in physical medicine to the Army was appointed in September, 
'$ © | is such as to make continued hospitalization unnecessary, for 1940, and shortly afterwards specialists in this subject were 
fe the hospital can come to be an escape from danger and dis- posted to commands. . i 
ining | comfort, a refuge from the unpleasant and the undesired. The Selected Army physical training instructors were given 
there soldier's journey from hospital back to duty is always a long special courses of training, and thereafter attached to hospitals 
my one, and it is well known that the longer the soldier remains and convalescent depots, there to take charge of organized 
a in hospital the longer this journey becomes, the more demoral- games and other out-of-door activities of convalescent patients. 
- Of | ized will he be, and the lower his morale. One of the main Members of the Chartered Society of Physiotherapy and 
foot | functions of the Army Medical Services is to return healed men occupational therapists were added, as they became available, 
at oF to the line in the shortest possible time, and it was to cut to the staffs of hospitals and depots, and equipment and appara- 
, down the duration of hospitalization and subsequent convales- tus were provided. By 1942 the project was in full operation. 
hom | cence to the minimum compatible with sound treatment, Eighteen months may seem to be a long time for the trans- 
cers and so to prevent unnecessary demilitarization and demoraliz- lation of recommendations of this quality into action. It must 
rit | ation, that the system of rehabilitation was brought into being be remembered, however, that these developments were taking 
ied in the Army. place at a time when every specialism in the Army was under- 
ona The aims and purposes of rehabilitation are the maintenance going a similar expansion, and when all were competing for 
sical or re-creation of high morale and the restoration of normal augmentation of staffs, for accommodation and supplies. More- 
. of physical function. The success of rehabilitation is determined over, this development of an organization for the rehabilitation 
dial by the creation of maintenance of the “will to get well” on of Army personnel was embarrassed somewhat by the fact that 
ody the part of the individual soldier, and the physical limitations the Army Medical Services were not alone concerned. | It has 
1 an imposed upon him by the injury or illness. It is interesting to been laid down as a matter of policy that Army sick and 
the note that by the Army Medical Services the soldier patient is wounded were to be admitted to and treated in the hospitals 
riod regarded and treated as a mind-body, and not as a somewhat of the civilian Emergency Medical Service. Furthermore, large 
the loose combination of the two—these being logically and numbers of convalescents from military and Emergency Medical 
woh actually disassociable. It is accepted that an injury to the Service hospitals were being transferred into Red Cross Auxili- 
5 body is at the same time an injury to the mind, since it is an ary (Convalescent) Hospitals, and so were passing from under 
the injury to an individual, and the treatment must therefore con- the direct control of the Army Medical Services. Thus it was 
ight cern itself not merely with a part but with the whole organism. that the Army Medical Services, the Emergency Medical Service, 
atly Rehabilitation as an established procedure in the management and the B.R.C.S. and O.St.J. and associated organizations were 
lete of the hospitalized or convalescent soldier had its origin in two all involved in this rehabilitation project. The mechanism that 
nds distinct and initially limited activities developed under special has been fashioned by their harmonious co-operation is truly 
ing circumstances and for special purposes. It was quickly recog- remarkable, both in its design and in its efficiency. 
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The methods of rehabilitation have undergone gentle evolu- 
tion since they were first applied to Army personnel ; for re- 
habilitation, like prehabilitation, has been actively experimental 
and has undergone changes as experience has lengthened. 
Certain general principles are now firmly established. It is 
imperative, if the best results are to be obtained, that every 
patient that is hospitalized shall become exposed to the tech- 
nique of rehabilitation at the earliest possible moment after 
the receipt of his injury or the onset of his illness. It is equally 
imperative that this exposure shall be continued without inter- 
ruption until the soldier finally passes out of extraregimental 
medical care and returns to his unit. It has been abundantly 
established that unnecessary delay in initiating rehabilitation 
treatment, and lapses in the continuity of this treatment when 
once begun, tend to lengthen the period of convalescence and 
to prejudice final recovery. 

The rehabilitation process is divided into three stages, these 
relating to the stages of recovery of the individual from illness 
to positive health in the hospital, general or special (E.M.S. or 
Military), in the convalescent or auxiliary hospital (B.R.C.S. 
and O.St.J.), and in the military convalescent depot. 


In the hospital the patient recently injured or newly sick is con- 
fined to bed, and therefore such rehabilitation treatment as is given 
must be of the simplest kind and demand little physical effort. The 
making of baskets, rugs, camouflage netting, and such-like is bene- 
ficial at this stage because it is occupational therapy of a diversional 
kind. Physiotherapy is necessary not only as a remedial measure in 
the case of an affected limb but also as an aid to the maintenance 
of general physical fitness. But what is mainly required in the 
hospital is an atmosphere in which the patient is encouraged to 
remember that he is a soldier whose services the Army and the 
country urgently need, and in which he is allowed to understand 
that those who tend him humour him because of his profession. 
In the patient there must be aroused and maintained a positive desire 
to be well again. He must be persuaded to understand that the 
main factors promoting his recovery are his own will to get better 
and his desire actively to serve the cause to which he is dedicated. 
To help him to achieve recovery the assistance of the medical, 
nursing, medical auxiliaries, educational and welfare services, and 
the voluntary handicraft teachers is provided. It is imperative the 
hospital shall not be looked upon by the patient as an escape from 
the battlefield, but always as a means of a speedy return thereto. 

From the hospital the patient, now convalescent in the stricter 
sense, passes on to the convalescent or auxiliary hospital (accom- 
modation for 500 patients in each Command). Certain types of 
case pass to a specially selected auxiliary hospital which is equipped 
for the reception of patients requiring prolonged convalescence, 
without constant medical supervision. The typical inmate of these 
medical establishments is ambulant and therefore requires occupa- 
tional therapy of a more active and useful kind, graduated of course 
according to his disability. In them activity is encouraged. A pro- 
gramme of fatigues, games, and lectures is offered, and the patients 
are expected to undertake light duties inside and outside the hospital. 

Organized games, marches, and physical training under the super- 
vision of an Army Physical Training Corps instructor are included 
as essential features in the treatment. Physiotherapy is continued 
as and when necessary and the apparatus required—e.g., weights, 
pulleys—are available for this purpose. The atmosphere of the 
convalescent hospital is not that of a hospital proper, for every 
effort is made to create conditions conducive to discipline and in 
conformity with the military life. 

The third and final stage in rehabilitation is passed at the military 
convalescent depot (total accommodation, 24,000 patients distributed 
among the different home commands) to which are sent a great 
variety of convalescents, the individuals differing one from the other 
in respect of age, nature of disability, and length of duration of 
illness, and also in respect of personal make-up. They all possess 
certain qualities in commén, however. They must be able to walk, 
to attend to their own needs, and take the ordinary diet, and, 
furthermore, they are such as are likely to be fit for regimen- 
= duty within approximately one month after admission to the 

epot. 

It was found necessary to distinguish carefully between cases 
which should be retained in convalescent hospitals and those who 
might with profit be sent to a convalescent depot. It became clear 
that patients with chronic respiratory or cardiac complaints, acute 
and subacute rheumatoid diseases, -bone and joint cases with limbs 
immobilized in plaster and requiring supervision by an orthopaedic 
surgeon, cases of fracture where splints prevented the use of fingers, 
of chronic disability of the feet, of chronic middle-ear disease, and 
= cases with unresolved symptoms, were unsuitable for 

epots. 

In order to deal with such a variety of individuals and conditions, 
the rehabilitation arrangements at a convalescent depot are divided 


into a series of grades; and the first duty of the medical staff ist 
classify new intakes and to place these into their appropriate grades 
In the first grade are placed cases still requiring individual remedial 
treatment, massage, and physiotherapy. Men in this grade are sub. 
divided further into a number of classes, each class being formed 
out of men suffering from the same disability. Thus there is a 
class for post-operative knee-cartilage cases, another for PoSt-operg. 
tive hernia cases, still another for convalescent respiratory cases, 

In a typical military convalescent depot there is to be found g 
special company with its four special platoons. 


A. All upper-extremity fractures and injuries out of plaster. 
Paris and undergoing remedial treatment and physica] training 

B. All post-operative abdominal cases and post-acute Medical 
cases—e.g., pneumonias. These carry out abdominal ang 
breathing exercises and short route marches and P.T, 

C. All lower-extremity fractures out of plaster: (@) sligh 
(b) severe. These are exposed to individual remedial exe. 
cises, massage, faradism, etc., short route marches, and PT. 

D. Patients on crutches or in plaster. These endure remedial; 
and light fatigues. When plaster is removed they move into 
platoon A or C. 


Though working in a class, nevertheless every case is watched 
individually by the careful and critical eye of the instructor and of 
the medical officer. In the second and third grades, into which the 
graduates from Grade 1 pass, or into which new patients may be 
placed directly, the physical training is progressively stepped up, 
but still has reference to the affected part of the body. Organize 
games are now more robust, route marches are longer, and crog. 
country runs are introduced. Educational courses, inter-company 
sports, competitions, and swimming now find their places in the 
curriculum. The fourth and final grade accommodates the graduate 
from the first three, and the purpose of this grade is to render 
man finally fit to rejoin his unit and take his place therein. Long 
route marches, obstacle courses, unarmed combat, boxing, wrestling, 
and the like harden the man and reveal any imperfection that may 
still remain. 


During the whole process of rehabilitation careful attention 
is paid at all stages to each man’s personality no less than to 
his disability. It is now accepted that restoration to health 
and efficiency is profoundly influenced by factors in the social 
environment no less than by factors in the physical environment. 
Great care is taken, therefore, to prevent the patient ever 
becoming bored with what he does or with the circumstances 
in which he finds himself. Every effort is made to strengthen his 
will to get better and to rejoin his unit. The measures adopted 
have been remarkably successful, and it will be noted by all 
those who visit these depots that the air one breathes there is 
highly invigorating and that the atmosphere is tinged with an 
energetic eagerness. 

Rehabilitation when applied within the Auxiliary Territorial 
Service is’ called reconditioning, for the reason that the estab- 
lishment that is concerned with it is a combined convalescent 
depot and physical development centre, so that it takes two 
types of case: (a) the auxiljary from a hospital or convalescent 
hospital who needs no further medical treatment, but who still 
need§ hardening before returning to her unit; and (b) the 
auxiliary coming straight from a unit or from a Basic Training 
Centre into which recruits are first received, it having been 
discovered there that she is either generally underdeveloped or 
else needs remedial exercises for minor foot or postural defects. 

The A.T.S. Reconditioning Centre, like the convalescent depots 
described above, is commanded by an R.A.M.C. officer, in this 
case by a woman doctor. It has a staff of A.T.S. physical training 
and education officers and instructors. Here again attention is paid 
equally to the mental and to the bodily aspects of that psycho- 
somatic combination which is the individual. ° 

The programme of work is very similar to that which is to 
found in a man’s convalescent depot, though of course modified to 
suit A.T.S. personnel. 
in existence only a relatively short time; nevertheless the results 
obtained have been extremely encouraging. The improvement i 
morale, fitness, and general well-being is very striking indeed. 

It would appear that there is a higher incidence of remedial foot 
defects among young women than among young men. The recondi- 
tioning centre received so many cases of this kind, together with 
cases of postural spinal defect, that its staff was overwhelmed and 
it became necessary to establish classes for the remedial treatment 
of these foot conditions at the Basic Training Centres under the 
direction of an R.A.M.C. (woman) specialist in physical medicine. 


The A.T.S. Reconditioning Centre has been | 
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This development is still in its infancy, and it is therefore too early 
as yet to say any more than that the results obtained so far have 
been very encouraging. 
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A number of interesting extensions of the application of 


| carceration 


rehabilitation procedures to special types of case have recently 

occurred. For example, it has been found through investigation 
that prisoners of war returning to this country after long in- 

in Germany need rehabilitating just as urgently as 
do those who have returned from the battlefields seriously 
maimed. This investigation has shown that merely to return 
home is by no means in itself a-completely curative treatment, 
gnce Jarge numbers of these men have as a result of their 
imprisonment suffered seriously both in mind and in body. 
Malnutrition, and especially “ barbed wire ” disease, have levied 
their toll, and a large proportion of P.O.W.s on their return 
urgently need carefully planned treatment before they can find 
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their places in our society again. 

Another interesting expansion took place last year when re- 
habilitation procedures were applied to soldiers suffering from 
intractable diseases of the skin, which are responsible for so 
much wastage in the Army. Early in 1943 a small hospital 
was set aside as the rehabilitation centre for such cases. It 
was intended to provide occupation and recreation of a kind 
that would take the men’s minds off their embarrassing dis- 
abilities, in an atmosphere more favourable to the recovery of 
chronic skin cases than is the average ward of the ordinary 
hospital. The men admitted thereto had without exception 
spent on the average about two-thirds of their total Army 
service in passing from hospital to hospital. They were in poor 
physical condition and of low morale, and were such that, had 
they not been admitted to this centre, they would almost cer- 
tainly have automatically been discharged from the Army on 
medical grounds. At the end of six months it was possible to 
report that about two-thirds of the patients admitted had been 
cured, permanently or temporarily, and returned to their units. 
Of the failures the majority consisted of men who were allergic 
to khaki, whose skin could not tolerate either the dye or the 
texture. Chronic skin diseases are the despair of the medical 
services, and therefore experimentation of this kind is greatly 
to be welcomed. It is now established that rehabilitation can 
make a distinct and valuable contribution to the treatment of 
chronic skin diseases, and it is known, moreover, which kinds 
of these conditions respond well to rehabilitation and which 
do not. 

Revocation ” 


During the convalescence of every soldier patient there comes 
a time when a decision can be made as to whether he will be 
able to return to his former employment within the Army, 
be retained in the Army but trained for some other employ- 
ment, or boarded out of the Army to pass under the care of the 
medical services of the Ministries of Labour and of Pensions. 
If he is to be boarded out, the time comes when it can be 
decided whether he will be able to return to his former civilian 
occupation when treatment is complete, or else must be trained 
for a new civilian vocation. The training for a new vocation 
either within the Army or in civil life of an individual who, 
on account of the permanent effects of injury or sickness, is 
unable to return to his former employment is known as 
revocation. 
There can be nothing more important than this either to the 
individual or to the community, as the magnificent work of 
St. Dunstan’s and the British Legion has abundantly shown. 
The blind and the limbless embarrass us, and our embarrass- 
ment becomes transformed into sympathy and practical aid ; 
but all too often we fail to understand that other injuries less 
obvious to our eyes can, unless properly treated at an early 
stage, be associated with mental distress no less great than that 
which we assume the blind and limbless must endure. There 
are many thousands of men whose war wounds, wounds of the 
mind and of the spirit that leave no outward scar, make it 
difficult if not impossible for them to resume their former em- 
ployment within the Army or their pre-war employment on 
return to civil life. 
Revocation within the Army is being tackled with great 
energy and understanding, and every effort is being made to 
re-equip the changed man and to fit him into a new and suitable 
job. The Ministry of Pensions, whose task is infinitely greater, 
is equally active, and its establishment and rehabilitation officers 


arly 
ave 


are continually seeking out and guiding into their new careers 
such as are boarded out of the Army and must be trained for 
new employment. It is safe to say that as a result of this 


enlightened policy there will be, in the years that follow this 
war, a much smaller harvest of neurasthenics, beggars, and 
dependants upon charity, now that the community has accepted 
responsibility for providing the disabled with the opportunities 
of achieving social security. . 

From this account it can be seen that prehabilitation, rehabili- 
tation, and resettlement or revocation are far more than a series 
of therapeutic procedures exercised by the Army Medical Ser- 
vices—the R.A.M.C., the Army Dental Corps, the Nursing 
Service, and the medical auxiliaries, psychotherapists, occupa- 
tional therapists, chiropodists. It is clear that these services 
are by no means the only health-promoting and health-restoring 
agencies which the Army includes. 

Working with the Medical Services in close and harmonious 
collaboration are many other directorates—those of welfare, 
education, voluntary organizations, Army Bureau of Current 
Affairs, selection of personnel—all of the Department of the 
Adjutant-General, and dealing in the main with the intellectual 
and emotional well-being of the soldier. To these must be 
added the directorate of army kinematography of the Q.M.G.’s 
Department. In addition there is that most admirable organi- 
zation and splendid group of individuals, the Army Physical 
Training Corps of the General Staff Directorate of Military 
Training. It may be thought, perhaps, that the A.P.T.C. is 
mainly concerned with the transformation of listless loungers 
and sedate sedentaries into bounding bombardiers. This may 
be so, but it is in fact doing something of even greater im- 
portance—it is creating out of sadly neglected human material 
a generation endowed with robust and positive health and with 
an enjoyment in this new acquisition. 

In all this there lurk matters of interest and importance to 
the medical profession in particular and also to the whole 
community. Plans are now being made for the further develop- 
ment of the health services of the country. It is to be noted 
that, in Army health promotion, maintenance and restoration 
are the concern of many professions and not of the medical 
profession alone. It would seem that it would profit the repre- 
sentatives of this profession to study carefully the developments 
that have occurred within the Army. If this profession is to 
discharge its function in society fully and efficiently it must seek 
and welcome the co-operation of many other professions, 
acknowledging them to be equal partners with itself, and 
must so educate itself that it can claim its place in the van of 
those who lead the people on towards human and social 


betterment. 


(B) ORTHOPAEDIC-REHABILITATION SERVICE OF 
THE ROYAL AIR FORCE* 


The R.A.F. orthopaedic-rehabilitation service, including the 
first comprehensive scheme of rehabilitation to be introduced 
on a national scale, treated, in a four-year period from 1940 
to 1944, 51,504 in-patients with major (frequently multiple) in- 
juries, with no break in continuity, from the time of injury 
until maximum recovery had been obtained. Of these patients, 
15,163 required treatment in special rehabilitation centres. The 
success of the organization may be judged by the fact that 77% 
returned to full _duty—flying and other trades ; 18% were re- 
trained or returned to modified duties in the Service; 4.8% 
were invalided because maximum physical recovery was in- 
sufficient for Service requirements, or perhaps for psychological 
reasons. 

Some idea of the completeness of the scheme for rehabili- 
tation in the Royal Air Force can be gained from a considera- 
tion of the facilities available to an injured airman who is 
admitted to an R.A.F. general hospital: (1) He has no immediate 
economic worries. His pay continues and so do his family 
and other allowances. The great advantage of this economic 
background to the surgeon who starts and continues treatment 
must be emphasized. (2) He is treated in an orthopaedic unit 
of about 100 to 150 beds by a team of surgeons, nurses, 
technicians, and orderlies who are specially trained to restore 
him to maximum recovery in the shortest time. Every single 
member of the team must make at least two contributions— 
the exercise of professional skill, and the exercise of a cheerful 
confident personality which so inculcates the “ will to get well” 
that a mood of apathy never develops. The combination of 


* Based on an original paper by Air Commodore H. Osmond 
Clarke. 
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these qualities is the hall-mark of a good doctor, and is one of 
the most important factors. if not indeed the most important. 
in rehabilitation. 


The Rehabilitation Team 


Apart from skilled nurses, whose importance it is unnecessary 
to emphasize, the team consists of : 


(a) Three surgeons of varying seniority—the most senior of 
specialist rank, corresponding in civil life to a very senior registrar 
or junior consultant. The work of this team is under regular super- 
vision by the two Royal Air Force consultants in orthopaedic sur- 
gery, who are also available at short notice in case of emergency. 

(b) Radiographers who provide a 24-hour service—well equipped 
with mobile x-ray sets. Radiographic control of fracture treatment 
is strict; no manipulation or change of plaster is left unchecked by 
x rays in as many planes as necessary to be certain of position and 
alignment (“‘ economy ” in x-ray fiims is a dangerous doctrine—a fact 
which will have to be faced realistically by voluntary hospitals). 

(c) Clinical secretaries and clinical photographers ensure that com- 
plete records are available. A clinical photograph and prints of 
important radiographs are worth many pages of notes. One page 
of dictated typewritten notes is worth many sheets of illegible hand- 
writing. These records follow the patient from hospital to rehabilita- 
tion centre, and from rehabilitation centre to hospital, so that there 
is unbroken continuity of his narrative. When treatment is com- 
pleted and the patient returns to duty the records are returned to 
his original R.A.F. orthopaedic unit for scrutiny by the surgeons 
who were responsible for initial treatment. Thereafter they are 
stored in a central repository to be available for follow-up review. 

(d) Rehabilitation orderlies—three to each hundred beds, specially 
selected and specially trained—work under the orders of the ortho- 
paedic surgeons. They are chosen not only for ability but more 
particularly for personality. All candidates for these posts are 
selected personally by one of the consultants in orthopaedic sur- 
gery. They must be bright, alert, and optimistic. Their duty is 
to ensure that every patient performs his exercises regularly—for 
rot less than five minutes every hour—and to inspire the patient in 
a spirit of enthusiastic co-operation with “ the team.” One orderly 
is posted to every ward. He has no other duty than to give individual 
instruction to every patient, to supervise the hourly exercise of 
every patient in the ward, to promote a general spirit of enthusiasm, 
and in the case of up-patients to organize games and recreations 
in convalescent rooms, solaria, and hospital grounds. It is impos- 
sible to emphasize the importance of ward rehabilitation orderlies 
and of their influence in restoring and maintaining morale. In the 
R.A.F. they were selected mainly from the group of trained nursing 
orderlies, but in the future they will probably be ‘‘ hand-picked ” 
members of the Chartered Society of Physiotherapy. 

(e) Welfare workers—some voluntary and some specially trained 
—organize occupational therapy, leather work, and other diversional 
pursuits, provide a good library, and arrange concerts, lectures, and 
cinema entertainments. It is also to be remembered that patients 
have relatives who play an important part in their lives; wives 
have babies; parents suffer illness; members of the family die; 

fiancées become estranged. To minimize the anxieties which are 
inseparable from these events there are generous visiting facilities. 


Plastic Surgery—A lesson emphasized strongly by R.A.F. 
experience is the importance of close liaison between ortho- 
paedic and plastic surgery. Units organized for plastic surgery 
have made an important contribution. Patients do not spend 
weary months waiting for wounds to heal by granulation. 
Secondary suture, excision of scars, and skin-grafting allow the 
orthopaedic surgeon early access to the primarily difficult or to 
the late ununited fracture. It is regarded as most important 
that every surgeon who deals with accidents should be given 
such training, so that wounds can be covered with skin before 
infection supervenes. Young orthopaedic surgeons in the R.A.F. 
have been trained in “ first-aid” plastic surgery. 


Rehabilitation Centres 


After the conclusion of hospital treatment about one-third 
of all patients are transferred by road or air ambulance, or by 
train, to a rehabilitation centre. Six centres, totalling over 
1,000 beds, were established to accommodate different groups 
of patients: (a) Officers—aircrew and others, (b) N.C.O. air- 
crews, (c) technicians (electricians, fitters, armourers, etc.), 
(d) ground staff (unskilled), (e) Waafs, (f) Returned prisoners 
of war. This division worked well. On the whole aircrews are 
younger ; they are trained to be aggressive in the highest degree, 
and unless wisely handled they are liable to project this aggres- 
sion to doctors, hospitals, and rehabilitation centres. As com- 


pared with technicians their outlook is different, their pursuits « 


are different, and their hazards are different. Technicians 

older ; they are highly skilled tradesmen ; they require difere 
handling and a different approach. It is clear also that injured 
women (Waafs), and still more returned prisoners of War. 

quire special handling. But there is a common pattern na 
facilities and the programme of work at all the centres, | 
By rehabilitation an individual is restored mentally, phys. 
cally, socially, and technically to his former state, anq the 
process of treatment should usually follow that sequence I 
is convenient to describe the facilities of R.A.F. rehabilitatig 
centres under three headings—mental, physical, and technica| 


Mental Facilities 


The maintenance of high morale is one of the most importan; 
factors in restoring health. The rehabilitation unit should not 
be far from a town and preferably a seaside resort—far enough 
to be seclusive, near enough to allow easy access to the ameni: 
ties of the resort. If the patient has been well handled jy 
hospital he should not arrive at the rehabilitation centre jp, 
spirit of apathy, suspicion, and hostility. Nevertheless, 
reception must be warm and efficient: first impressions ap 
lasting. There must be no hanging about ; he must go straigh; 
to a receptionist, who provides him with full information of th 
whereabouts of his bedroom, the daily routine, the time ¢ 
local trains and cinemas, and the general plan or organization, 
The staff must have ability and enthusiasm ; the atmospher 
must be jolly ; it must combine real endeavour with fervour: 
there must be little of the cold logic of a scientific laboratory, 
There must be a library, “ brains trust,” and organized lecture 
and discussions. The evening programmes should be a judicioy 
blend of light and intellectual activities—dances, cinemas, cop. 
certs, etc. Woodwork and metal workshops for diversiona 
purposes in and off duty hours are very popular. 

Social interchange calls for a moderate quota of alcohol, 
and if this is not provided in the centre it will be secured 
elsewhere, with perhaps less desirable results. A bat, witha 
reasonable ration of beer or light wines, was originally con- 
sidered revolutionary, but in R.A.F. rehabilitation centres it has 
proved its worth. It must be furnished tastefully, for “ decor:- 
tion and environment condition the behaviour of the patient, 
and a four-ale bar with sawdust on the floor induces the be. 
haviour which is normally found in such a bar.” As in hospital, 
the contact of patient with friends and relatives is maintained 
by visits and by judicious periods of week-end leave. A sens 
of citizenship is developed by visits to factories, mines, and other 
industrial activities. Patients see how their fellow-men live; 
they appreciate the efforts which have been made during war; 
they gain much in mental and social equipment. 


Physical Facilities 

-Each unit has more or less the same plan of gymnasia, 
swimming-pools, playing-fields for games and exercises, tennis 
courts, squash courts, volley-ball courts, and so on—the whol 
in bright, cheerful, attractive surroundings. The subsoil should 
be sandy, to allow good drainage and drying, so that outdoor 
games and exercises can be undertaken regularly even in the 
changeable weather of this country. The extent to which the 
grounds are available for exercises and games is of significance 
in determining how much gym space is required. Sleeping 
accommodation on small dormitory lines and good messing 
facilities are essential. They are close to the scene of the day’ 
activities. 

It is necessary to consider in greater detail the organization 
of these units. After trial of many methods patients wer 
divided into 3 flights, each with 3 subgroups: 


“A” Flight (tibia, ankle, and foot) .. ent bearing 


“B” Flight (knees and femurs) 
{ Early 

““C” Flight (arms and spines) . {Medium 
| Late 


(It is sometimes necessary to establish a small separate group 0 
“backward ”’ patients for individual attention.) 

Each flight has one medical officer. His team consists of two 
physiotherapists (or one physiotherapist and a rehabilitation orderly) 
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for non-weight-bearing “leg ’’ or early “‘arm” cases; two physical 


training instructors for medium weight-bearing ‘leg’? and medium 
arm ”’ cases; and one P.T.I. in charge of the late group. 
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ch P.T.I. remains with his group throughout the day, instructing 


4 encouraging them in their exercises and joining in their games. 
patient receives more individual attention. It has been 
that after general training in the work of a rehabilitation 
P.T.I. will prove himself more competent in one sphere of 
han another. For example, an instructor may be almost 
he individual remedial work required in intermediate 
deal in the handiing of fully active groups. It is advis- 
able to encourage at least a degree of “ specialism,” and it is cer- 
tainly unwise to change instructors from one group to another with 
too great a frequency. The optimum period of control of a single 
oup is in the region of nine to twelve months. _ 

A physical fitness officer, who is usually a commissioned PEE 
of outstanding quality, is responsible for co-ordination of the work 
of all P.T.I-s in the centre. He acts as intermediary between doctor 
and P.T.I.; he spends his day in the gymnasium and playing-fields 
and maintains general supervision. 

The Daily Routine Patients are supplied with appropriate gym 
kit, A programme is so arranged that over-tiring and monotony 
are prevented. Each period of 20 minutes’ activity is followed by 
ten minutes of rest and relaxation (or 30 minutes’ work and 15 
minutes’ rest). The original ratio of 40 minutes to 20 minutes 
proved too exhausting. Each group is changed from a period of 
remedial activity to, for example, cycling, then swimming, then 
games (net-ball, volley-ball, football), rambles, and so on. Three to 
four hours a day is thus spent in active physical endeavour of vary- 
ingly strenuous degree. This has been found to be the greatest 
physical activity which can be tolerated with advantage during 


one day. 
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Technical Facilities (i.e., Retraining) 

It soon became apparent that no medical officer could hope 
to be acquainted intimately with all the details of flying, wireless 
operating, navigation, gunnery, and every type of highly skilled 
technical trade. Thus, even when physical rehabilitation was 
far advanced it was often difficult to know whether or not a man 
was fit for all the intricate details of his work. Furthermore, 
when incapacity lasted many months every man lost touch with 
his technique and became stale ; at whatever stage he returned 
to duty refresher courses were needed. These two problems 
were solved by providing, at each rehabilitation centre, hut- 
ments which included representative sections of various trades, 
each with trained instructors—the vocational wing. After using 
these wings as occupational and vocational adjuncts it became 
possible to estimate their value. Generally speaking, aircrews 
could maintain their proficiency and keep themselves up to date. 
In ground trades, however, technical facilities in the rehabili- 
tation centre were of value only when maximum or nearly 
maximum physical recovery was achieved. Refresher courses 
in the workshop allowed medical officers in collaboration with 
instructors to estimate the degree of technical recovery and to 
decide whether or not limitation of industrial activity was 
desirable. 


Resettlement 


The airman whose recovery is complete presents no problem 
in disposal. It is when he is adjudged unfit for his full previous 
duties that difficulties arise in resettlement. These problems are 
determined while the patient is still under treatment in the 
rehabilitation centre. It is at this stage, above all others, that 
break in continuity is to be avoided at all costs. The R.A.F. 
has such a wide variety of trades that almost every patient with 
persistent disability can be accommodated in useful work. 
Furthermore, the usual routine and hardships of Service life 
can be ameliorated by suitable alterations in category. Thus 
no more than a very small fraction of injured airmen were 
invalided out of the Service. Even after most complicated and 
difficult multiple injuries resettlement within the Service was 
usually achieved. 

The position may be summarized thus: 

_(a@) If disability was permanent and severe enough to prevent the 
airman continuing his former work he was re-mustered and trained 
in a fresh trade within his physical and mental capabilities; in 
exceptional cases he was invalided. 

(b) A special department of the Air Ministry maintained liaison 
with the Ministry of Aircraft Production for the temporary employ- 
ment of airmen suffering from burns or orthopaedic injuries whose 
recovery would be long delayed, or in whom a course of operations 
at long intervals would be needed. The men remained in uniform 
and received full Service pay and allowances. This department 


also found employment and otherwise assisted men who were 
invalided from the Service regardiess of the fact that they were 
usually awarded State pensions: 


Conclusions 


Many old lessons have been reinforced and strengthened by 
R.A.F. experience: 

(1) Team-work is essential. The right man should be “ hand- 
picked ’”? for the right job. Every member of the team has a dual 
task—the exercise of professional skill and the exercise of a cheerful, 
confident personality. 

(2) There must be unification of control of the patient from the 
beginning to the end of treatment, including regular supervision in 
rehabilitation centres. The unity of control is that of team rather 
than of an individual. 

(3) Good surgery and good rehabilitation are of equal importance. 
The art, as well as the science, of ‘good doctoring”’ must be 
employed to inspire and to maintain confidence. 

(4) Patients are ready to accept treatment in residential rehabilita- 
tion centres, even after long spells in hospital, provided there are 
adequate facilities for maintaining occasional but regular contact 
with relatives. This readiness is not due solely to Service discipline. 

(5) Not more than one-third of all injuries need rehabilitation 
in residential centres. 


INDUSTRIAL RESETTLEMENT OF THE 
NEUROTIC* 


The psychological problems most common among those who 
retarn to industry disabled will be of three kinds: (1) those 
resulting from long absence ; (2) those concerned with adjust- 
ment to physical disability ; and (3) those due to actual psychi- 
atric illness—neurosis, defect, etc. Of these the first will be 
such as must arise in anyone who has returned to a mode of 
life from which he was in many respects remote for a period 
of years. The bank clerk, for instance, who has been a sergeant 
in a tank regiment has obviously to make a considerable 
adjustment on his return to his former occupation, and it is 
not only in his work that such adjustments will be called for. 
His home may have been destroyed, his wife may be estranged 
from him, some of the hopes he had built up may prove empty. 
In the process of readjustment fears and disappointment may 
make him depressed, or irritable and resentful. 

Somewhat more obvious is the problem in men and women 
who have had a physical disability which has gravely affected 
the continuity of their lives and required them to accept a 
mutilation or a diminished capacity and adapt themselves to it. 

A typical example is a gunner who lost one eye through the 
accidental explosion of a hand grenade at exercises. He became 
self-conscious and depressed about this and was unable to continue 
with his military duties. His return to civil life after discharge 
from the Army was likewise handicapped by neurotic attitudes and 
symptoms, so that it required both psychiatric treatment and a care- 
ful selection of employment to adjust him to his disability. In 
such a man one sees that the physical disability is not the main 
matter; there are any number of jobs in which a man with only 
one eye could work well. The problem is one of emotional atti- 
tude. Whether it be temporary or permanent the psychological 
damage done must be considerable, depending on the worth one 
attaches to the integrity of one’s body and all the attendant fears 
arising from this. For example, the man whose face is disfigured by 
a burn may feei that he excites only disgust. The fears and distress 
of mind cannot always be accounted for in logical terms. 


Of the third variety mentioned above—i.e., manifest psychi- 
atric illness—there is unfortunately no dearth. Those make up 
the bulk of the gross psychological problems which arise in the 
resettlement of disabled persons. They cover the whole range 
of mental illness—by which is meant, not insanity, but all those 
disorders (whether one calls them neurotic, psychopathic, or 
psychotic) in which it is chiefly the emotional side of the patient, 
his behaviour, and his personality, that are sick, rather than 
some part of his body. 

Alarm has often been expressed at the number of persons 
who have to be discharged from the Services because of psycho- 
logical disability. In the same way alarm is sometimes expressed 
at the amount of absence from work caused by nervous illness. 
It is necessary here to draw some distinctions. A physical 
illness or injury will produce a result that can often be pre- 
dicted without much knowledge of the individual injured. In 
psychological disorders this is seldom true. How the individual 
will behave under the stresses and strains to which he is 


* Based on an original paper prepared by Dr. Aubrey Lewis, and 
printed in Labour Management, April, 1945. 
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exposed will depend as much on him as on them. There are 
therefore some people who can cope very well with the many 
troubles of life in wartime without becoming ill or even showing 
any outward sign of psychological upset. Others, less resistant 
to such influences, break down. Consequently there are among 
the persons discharged from the Services with neurotic illness 
many who had, prior to the war, regarded themselves as healthy, 
and who indeed were healthy. It does not, however, foliow that 
when relieved from the stresses in question they will revert to 
their former good health and working capacity. 


Common Misconceptions 


It is a mistake to suppose that people who have been dis- 
charged from the Services on account of neurosis are consti- 
tutionally neurotic people for whom allowances must always 
be made. Often those who have dealings with neurotics assume 
either that these people are dodgers and scrimshankers who will 
do anything to get out of ordinary work and responsibilities, or 
that they are thoroughly sick people with a lifelong burden of 

‘incapacity and deserving much sympathy and consideration. 
Neither of these views does justice to the average Service person 
with neurotic illness, nor does it conduce to his rehabilitation, 
whether into industry or into the other activities of life. There 
are, it is true, among neurotics some whose behaviour amounts 
to evasion of responsibility. There are also—and _ these -are 
far more numerous—those whose inheritance and perhaps their 
upbringing and the circumstances of their life have made them 
inadequate, so that they carry always, even under favourable 
conditions, a heavy load of neurotic symptoms; or they are 
subject to occasional attacks of psychological illness which may 
quite incapacitate them. But these are a minority of the crowds 
of men and women who have to be discharged from the Services 
on account of neurotic illness, making them incapable of further 
military service. The bulk of ex-Service neurotics are people 
who may, under favourable conditions, be restored to the same 
health and efficiency as they showed before the war ; they can, 
and should, regard themselves as healthy people, and it would 
be a gross error to suppose that they are fit “only for light 
work ” or that they must work under sheltered conditions, “away 
from noise ” or in “ the open air ”’—to quote favourable recipes 
for the handling of neurotics. 


Placing the Neurotic 


The neurotic worker who is returning to employment will, 
during his illness, especially if-he has been in one of the Services, 
have had much information collected about him—the results 
of various psychological tests, his behaviour under observation, 
the troubles and conflicts that have lately distressed him, and 
the influences during his life that have moulded him. The 
conclusions drawn from all this cannot be summed up in a 
single recommendation about the job he should undertake, or 
in a diagnosis naming the illness from which he suffers. To say 
that a man has hysteria or an anxiety state says very little that 
is of use to the industrial medical officer, personnel officer, or 
disablement rehabilitation officer who must deal with him. On 
the other hand, it will not commonly be necessary or perhaps 
desirable for them to know all the man’s intimate history, the 
precise results of tests, etc. If it is possible to deal with him 
much as’ though he were an ordinary healthy person, that will 
be better than to treat him as a sick person requiring a lot of 
special attention: But, of course, there can be no hard-and-fast 
rule here. 

It is possible to over-value diagnosis and to allow it to have 
undue weight in deciding what is suitable or unsuitable work 
for an individual. One knows, for instance, very little about 
an epileptic from the industrial point of view until one bas 
learnt what type of fits he has, when he has them, and whether 
he is having effective treatment which controls them ; that may 
depend on his character, or his sense, or his wife. If his fits 
are satisfactorily controlled he will be able to do a great deal 
of work for which it is commonly thought that the epileptic 
is unsuitable. Similarly, the diagnosis of “ mental deficiency ” 
is not enough. That a man is defective may, of course, dis- 
qualify him from work requiring intelligence, but even more 
important than the intellectual limitations will be the tempera- 
ment which goes with them. A moron may be an invaluable 
man at some simple task for which more intelligent people 


would be unsuitable because it is so dreary and UNinteresting.. 
but if he has the instability of temperament which 5 “ } 
accompanies mental defect he will be incapable of such Wor 
It has been found in the Army, for instance, that there jg len 
of work during wartime for men who are even Certifiab| 
defective, but that their capacity to do it depends on their soci 
qualities and their temperament. Again, a large number af 
those who have had a head injury subsequently exhibit many 
such symptoms as headache, black-outs, dizziness, incapacity 
to bear noise. In some instances these are effects of the actual 
damage to the brain. Far more often they have nothing to do 
with the original physical damage, but are psychological te 
sponses to a severe and alarming experience which entailed 
hospital care, much solicitude, and perhaps invalidism for a 
time. To know that the man had a head injury is to knoy 
only part of the story and not the part that is most essentig 
for his industrial resettlement. 

The intricate relationship between physical and mental gis 
turbance is well shown in dyspepsia—a very common disorder 
The dyspepsia may be the outcome of emotional stress occurring 
in a person predisposed to this kind of disorder. To recogniz 
the need for rest and appropriate diet is often insufficient: 
the psychological and social causes of the disorder must alg 
be dealt with so far as is possible. 


Multiple Causes of Neurotic Symptoms 


All this points to the elementary and perhaps obvious truth 
that there is seldom a single cause for a psychological upse, 
From this it follows that treatment cannot be single ; accoun 
must be taken of the multiple factors which can cause the 
illness to persist. Similarly, the prevention of psychologica| 
upset (which is easier than its treatment in many cases) must 
be concerned with a wide range of influences, and in the long 
run amounts to furtherance of all the measures which make 
people contented and happy, whether in their work or elsewhere, 
It is unfortunate that there are so many adverse factors here 
which we are unable to alter; the worst of them depend on 
unsatisfactory personal relationships. But even for these much 
can be done. 

There are optimists who believe that with regard to neurosis 
one can proceed just as one could with men who are disabled 
by loss of a limb or by bad sight or hearing. For these well- 
defined physical disabilities it is possible to have -a list of 
occupations of which such disabled persons are still quit 
capable either with training or perhaps without it, and a fairly 
simple rule-of-thumb procedure can be employed once the 
nature and degree of the disability is known. Though there are 
great limitations to such a procedure, it is certain to be em 
ployed to some extent—but not, one may hope, for the place 
ment of people with neurotic disability. 


Influences Affecting Mental Health 


Working conditions are only one of the influences that mait- 
tain or harm mental health. At home and during the worker’ 
hours of leisure there are others perhaps more potent. And 
there are also what may be called the intrinsic factors, which 
depend on his heredity and the various circumstances of his 
childhood and adult life. 

It is important to recognize that psychological illness may bk 
absolutely disabling. Thus the depressed man cannot concer 
trate ; he feels tired all the time, and yet he is driven by his 
feelings of self-reproach to work harder and harder, and then 
his illness is put down to overwork. The gross obsessional 
becomes so bothered by the things he has to do—not because 
the task needs them but because of an inner compulsion—that 
he cannot get on with his work at all. A combination of poor 
intelligence and temperamental instability may amount to com 
plete disablement. Among people thus handicapped some od 
the ‘“‘ unemployable” are to be found. 

Much stress has rightly been laid on lighting, ventilation, heat, 
hours of work, monotony, noise, and similar factors. It is cleat 
that optimal conditions are desirable and that poor conditions 
favour the development of psychological as well as physical 
troubles. But it is also becoming clear that, given a reasonable 
standard, the importance of these environmental influences 38 
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not quite as great as some suppose. It is the attitude which 


they provoke in the mind of the worker that is more importanl 
—the irritation and resentment, the gloom or feeling of having 
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one’s wants 


ignored. Many of the more recent investigations 


/ wy industrial psychologists have confirmed that the social 
ons Within the workshop are of primary importance. 
ead that certain reasonable requirements as to material 
or Ss of work have been satisfied, the operation of social 
a social satisfactions will far transcend increased pay 
vielen as an incentive to good steady work. 

& 4 a commonplace that an unsuitable foreman can upset 

te - the same is true of others in positions of responsibility. 

Pt their bad influence may show themselves as psycho- 

al disturbances, often becoming manifest first in the more 

pao subjects—e.g., in the neurotically disabled persons who 
nse been resettled in industry. They are the barometers where- 
yy the doctor and personnel officer can iearn what danger-spots 
are about, making the atmosphere of the workshop oppressive. 
In minimizing psychological ill effects—whether from injury, 
illness, or bad working conditions—social legislation can be 
very powerful. Everyone has seen how workmen s compen- 
sation sometimes acted so as. to promote emotional disturbance 
and prolong illness. The promised alterations in this field will 
almost certainly lessen the frequency with which psychological 
illness develops in workers, and the length of time it lasts. 


Dealing with the Problem in the Factory 


Psychological tests have their value in the choice of job 
for the disabled man. Intelligence tests can scarcely be over- 
rated for their usefulness in ensuring that people are not given 
work beyond their intellectual capacity. But with aptitude 
tests, valuable as they are, we have not got so far that they 
can be regarded as giving most of the necessary information 
regarding a man’s natural bent and capacity. Maladjustment 
is sometimes supposed to be a question of misuse or lack of 
special skill and intelligence—the man, it is assumed, has the 
skill but is given no chance to exercise it, or the job requires 
skill which the man does not possess. Although this is some- 
times the case, maladjustment is far oftener the outcome of 
more complex personal factors, closely related to the man’s 
personality and his social relationships. It is, however, true 
that feelings of frustration and dissatisfaction may be due to 
the man’s having been put initially in an unsuitable job. 
Adequate psychological tests may be helpful in selection and 
allocation, but an interview which pays regard to his person- 
ality and previous training will be on the whole more informa- 
tive. Broadly speaking, this attention to personality, interests, 
and wishes is more important than attempting to provide con- 
ditions suited to the special disability of the worker as shown 
in his symptoms. Indeed, it might be said that, in general, 
neurotics should not work under sheltered conditions contrived 
to suit them, and any consideration shown them by foremen 
or others should be discreet and unobtrusive. There are many 
points at which such consideration might otherwise take forms 
which the man himself would not welcome. It might be appar- 
ently opposed to his interests ; thus the psychiatrist occasionally 
meets instances of ‘ promotion breakdown ” where a man who 
had been happy and efficient is given a more onerous job, 
proves unequal to the demands it makes on him, and becomes 
ill. This is more often seen in people of low intelligence, but 
may: also occur to people of great ability who are tempera- 
mentajly unfitted to carry extra responsibility. It occurs, indeed, 
at all levels and particularly in ageing persons. 

There is much else that is important in the industrial re- 
settlement of the neurotic man or woman, but the psychological 
side of it can no more be summed up in a few paragraphs than 
any other large technique of human relationships. Psychiatry, 
especially preventive psychiatry, is, in industry, the business of 
the medical officer and the personnel officer rather than of the 
psychiatrist. In their hands the interview becomes an invaluable 
means of investigating and detecting psychological troubles. In 
order to use this instrument and the methods of readjustment 
within industry which are at the disposal of the personnel 
officer some instruction in the principles of industrial psychology 
and psychiatry, beyond what is now customary, would be of 
great advantage. It can hardly be emphasized too much that 
so far as psychological troubles are concerned there is no sharp 
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dividing-line between incipient maladjustment and overt illness 
causing disability ; and the work of prevention is done best 
when it is unobtrusively exercised on people who seem at the 
time to have little or nothing the matter with them. 


IV: PLANNED REHABILITATION 


Rehabilitation may be defined as the fullest possible restora- 
tion to normal life and working efficiency of a person incapa- 
citated by disease or injury. This is primarily a medical 
problem, but one in which industry and the social services must 
play an essential part. Treatment must be directed not only 
to obtaining full physical and mental recovery but also to 
restoring the patient’s enjoyment of his former cultural and 
social activities and his resettlement in work best suited to his 
capacity. 

In the past there has been a tendency to look upon medical 
treatment and industrial resettlement as two distinct and succes- 
sive stages of rehabilitation. This has led to a division of 
responsibility which is likely to persist so long as central 
administration is divided between various Ministries. It can- 
not be emphasized too strongly that the medical and industrial 
aspects of rehabilitation are complementary, not exclusive, and 
that the success of any scheme for a planned service must 
depend on continuity of care and unity of control. Team-work 
is essential. 

Two recent developments—one voluntary, in which the initia- 
tive came from the British Medical Association, and one 
statutory, which followed the introduction of the Disabled 
Persons Act, 1944—are of particular importance and both 
should lead to closer co-operation between medicine and 
industry. 

Following the pioneer example of the Leeds Division of the 
British Medical Association, Industrial Medical Councils have 
been formed in a number of areas on which the local medical 
profession, the employers’, and the workers’ organizations are 
represented. This system of planned co-operation, which has 
already proved its usefulness. could, with advantage, be ex- 
tended to other areas. 

The formation of a Register of Disabled Persons under the 
Disabled Persons Act provides for the establishment of local 
disablement advisory committees and panels, upon which local 
medical practitioners have been invited to serve. This will 


‘ensure liaison between the medical profession and the local 


offices of the Ministry of Labour in matters which affect both. 
The adoption of this principle in hospital practice by the for- 
mation of medical boards upon which industrial medical officers 
and disablement rehabilitation officers attend in an advisory 
capacity would strengthen the link between the personal and 
environmental medical services. 


The General Practitioner and Rehabilitation 


In any condition which interferes with a patient’s capacity for 
work, whether acute or chronic, of short or long duration, 
the question of rehabilitation arises as soon as treatment has 
begun, and must therefore be considered as part of the object 
of any treatment ; but in only a proportion of cases are special 
measures required. In the majority of cases recovery means 
ability to return to work—possibly after a period of convales- 
cence or a short holiday. It is in these cases that the family 
doctor’s knowledge of the personality and home surroundings 
of the patient is of great value. Whether or not treatment has 
taken place in hospital, it is still the responsibility of the family 
doctor to give the final certificate of fitness for work, and it 
is therefore important that he should be kept informed of pro- 
gress in hospital, convalescent home, or reconditioning centre 
at all stages, and also that he should be conversant with his 
patient’s work. It follows, also, that he should understand the 
conditions and types of work in the area of his practice. Here 
there is room for initiative on the part of employers both in 
seeking consultation in individual cases and in encouraging 
visits to f. :tory or shop. The general practitioner should be 
in close contact with the industrial medical officer, and in the 
case of those of his patients suffering from permanent dis- 
ability he should be able to rely on the co-operation of the 
disablement rehabilitation officer and all the facilities for re- 
training and resettlement. 


Rehabilitation in Hospital 
In a large group of cases special problems arise. These will. 
for the most part, be hospital cases, and in these it is in the 
hospital that the first stages of rehabilitation take place. Even 


a 
| 
| 
| 
i 
| 
| 


200 June 29, 1946 


REPORT OF REHABILITATION COMMITTEE 


SUPPLEMENT 1 JuNE 2 


BRITISH MeEpic 


in the early days of a patient’s stay in hospital, and apart 
altogether from the special treatment of his disability, rehabili- 
tation may be helped by non-specific methods of treatment 
directed to maintaining muscle tone and to promoting general 
health and morale. These comprise various methods of physical 
and occupational treatment. Later on more active methods may 
be used, either in a rehabilitation department of the hospital 
or in a special centre: 

(a) Organized Games.—Whereas physical exercise in a_physio- 
therapy department tends to focus attention on the disability, 
recreational physical exercise has the opposite effect, the patient’s 
attention being diverted, for example, from the stiff joint to the 
game. 

(b) Gymnasium.—Group exercises are valuable as an addition to 
individual effort. Friendly rivalry and competition, the example of 
others equally or more seriously disabled, and the enthusiasm and 
stimulation of the crowd combine to overcome the attitude of help- 
lessness and despair so commonly seen in the unguided efforts of 
the individual in his own home. 

(c) Non-vocational Occupational Therapy—Creative and _pur- 
posive activities such as work in the garden, the garage, or the 
kitchen are also important. These activities should be suited to the 
particular circumstances of the disability, but not necessarily be 
related to the patient’s ordinary occupation. Graduated progression 
of effort should be maintained throughout rehabilitation. 


In the hospital service of the future it is to be hoped that 
special rehabilitation centres will be provided in sufficient 
numbers, and so situated as to meet all needs. These may be 
departments of general or special hospitals with provision both 
for in-patients and out-patients, or residential institutions in 
close touch with the parent hospital, so that continuity of care 
may be maintained. Rehabilitation centres may be combined 
with convalescent centres, possibly at spas or health resorts, 
and should provide facilities for general physical and special 
vocational training. 

If it can be assumed that the hospital services will eventually 
be co-ordinated and administered from centres based on univer- 
sities and medical schools, then there should be at the centre, 
possibly attached to the University department of social 


medicine, a medical officer of consultant status—a regional, 


rehabilitation officer. He should have had experience of clinical 
and industrial medicine and should exercise general supervision 
over the rehabilitation services of the region. 

Special emphasis should be directed towards the development 
of full facilities for rehabilitation in teaching hospitals so that 
the undergraduate may see this subject in its proper perspective 
and setting. Students should be taught to consider rehabili- 
tation and physical medicine as an integral part of therapeutics, 
whether treatment be medical or surgical. 

A fundamental distinction must be drawn between the prob- 
lems of general and special rehabilitation. In the group of 
general cases there is only one problem of rehabilitation—the 
treatment: of debility and restoration of general fitness: no 
specialized treatment is necessary ; much of the responsibility 
of the original physician or surgeon has ceased. In the group 


of special cases treatment is necessary not only to restore general 


fitness but also to deal with special problems—for example, in 
orthopaedic cases, periarticular adhesions, bone atrophy, myo- 
sitis ossificans, capsular contraction, joint ankyloses, muscle 
shortening, tendon fixation, and other sequelae of bone injury 


or disease. 


In some general medical and surgical cases two stages of 
treatment may be identified—the stage of early medical or 
surgical treatment supervised day by day by the physician or 
surgeon, and the later stage of planned active convalescence 
supervised by the consultant in physical medicine with occa- 
sional reviews by the physician or surgeon originally responsible. 

On the other hand, in special fields—for example, in ortho- 


-paedic and fracture cases—there is no such second stage. Even 


during later rehabilitation there are still special problems call- 
ing for the personal supervision of the original physician or 


surgeon. This is emphasized repeatedly in the reports of the 


British Medical Association and the Delevingne Committee on 
Rehabilitation. These reports insist that there must be no break 


in continuity, no less unity of control, and no stage of treat- 


ment at which responsibility passes from one team to another. 

Therefore, whereas many general medical and surgical cases 
may be transferred for the later stages of rehabilitation to the 
physical medicine department and its country convalescent 


centre, special cases—for example, orthopaedic and neurotic 


cases—would remain in the specialist depart : 
rehabilitation centre of the associated 
country. Pital in the! The in 
It follows that the staff of the physical medicine or rehabil; | ink bet 
tation department will treat general cases in its own gymn abil | gent. 4 
and treatment rooms; it will train occupational therapiats ok | hospital 
gymnasts ; it will maintain general administrative pe educating 
“of all physical medicine and rehabilitation throughout the ic | co-operal 
pital. For clinical purposes there may be established at fas i 
in the larger hospitals, separate departments or sections fe advi 
such special purposes as orthopaedics and accidents, fo oT | He shou! 
logical, psychiatric, and other conditions, responsible final stag 
to the director of the relevant department, who sha ground, 
in charge of his patients. necessar} 
facilities 


The Medical Auxiliary 
Medical auxiliaries must play an important part in any future on he 


comprehensive medical service and exercise a vital function in | those W 
rehabilitation of the sick and injured. In this connexion the { pelow tt 
need for physiotherapy, remedial gymnastics, and Occupational | such per 
therapy is obvious ; it is not so widely recognized that a mog} 4 perioc 
important part will also be assigned to dietitians, speech ther} By © 
pists, chiropodists, and other medical auxiliaries. At the Present | operatio 
time there is a totally inadequate number of auxiliaries for th suspicio' 
work which will need to be done. The equipment at Many } can do 
hospitals is very poor and the staff too few to deal with the! smoothl 
work. There are many imperfectly trained persons still practis 
ing. In future a recognized standard of training and qualif. 
cation for all medical auxiliaries will be necessary, and all 


T neuro- 
Primarily 
remain 


must be willing to work in close co-operation with and under ee 
the general supervision of the medical profession. fa " 
(1) 

Link between Treatment and Resetilement 


It is during the initial period in the gencral or special hospital} relief of 
that it is necessary to effect liaison between the physician or | special | 
surgeon responsible for the treatment of the case and thos @ tl 
responsible for his welfare and ultimate resettlement. It is at pone 
this stage that the almoner, the disablement rehabilitation aia 


officer (D.R.O.), the industrial medical officer, and the welfare | have sp 


officer should join the team. pit 
general 

The Almoner tempore 

and un 


It is the function of the almoner to collate the available |} should 


‘information concerning the patient, his economic and social | diseases 


background, his personal problems, and the implications of his | the res¢ 
illness or injury, and to advise others concerned with his re | ment 0! 
habilitation on the relevance and importance of the variou | ™*Y ott 
factors. The work will to some extent overlap that of the (3) B 
disablement rehabilitation officer, but since one is an officer agp 
of the hospital and the other an officer of the Ministry of special 
Labour and National Service, liaison between the two will react | not ret 


to the advantage of the patient. work, | 
solutior 
Disablement Rehabilitation Officer 


The function of the disablement rehabilitation officer is t0| (4) 1 
place the patient in employment which, having regard to the | and ne 
circumstances, he is best fitted to undertake. It is essential, * tion at 
therefore, that he should be fully conversant with local in | medice 
dustries and with all vacancies suitable for disabled person. | Shelter 
He must acquaint himself with the main physical and mental 
requirements of the various occupations in his district, if neces: 
sary by means of special surveys. The data should be permar- On: 
ently recorded for his own use and for the use of thos scherr 
officials who are responsible for placement of labour. There It is 
are many occupations that are suitable for partly fit workers, ; be rel 
and disability need not necessarily prevent a person from com | [€ rer 
peting effectively with normal workers. 

Both the almoner and the disablement rehabilitation officer 
are concerned with three factors: (1) knowledge of the medical 
facts and their implications ; (2) knowledge of the personal ani}. At 
social background ; (3) knowledge of the conditions and oper inclu 
ings in the field of employment. By pooling their special not b 
knowledge successful co-operation can be achieved. It is im condi 
portant that both should be properly trained to understand the be d 
objects of medical treatment and to appreciate the extent t0 scher 
which restoration of capacity is likely to be achieved in ead been 
case. 
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Rare from the State has greatly increased in recent years. All these 


T in the The Industrial Medical Officer 


‘al in the | The industrial medical officer is perhaps the most important 
ink between hospital rehabilitation and occupational resettle- 
Tehabijj. i t. He is in contact with all concerned—worker, employer, 
Mnasium | aa staff, and general practitioner. He should exert an 
Pists and pat influence on them and aim at securing their close 
PETVision | ¢ “operation. His knowledge of medicine and the work of the 
adosttY with which he is associated qualifies him to act as 
sdviser to the almoner and disablement rehabilitation officer. 
He should be responsible for the supervision of the case in its 
. final stage, and must know the patient, his make-up and back- 
| sound, the illness or accident which made rehabilitation 
and the work the patient is to do, with the alternative 


facilities available. He is the one person who can maintain 


medical supervision after the patient has resumed work, and who 

cn make possible an efficient * follow-up” service. In addi- 
Y future | tion, he is in a position to bring within the scope of the service 
ction in | those who suffer no obvious disability but nevertheless are 
ion the | below the standard of fitness required for their work. Many 
Pational | such persons may benefit from a course of physical training or 
@ most} a period at a rehabilitation centre under medical supervision. 
1 there} By overcoming obstacles which result from lack of co- 
Present | operation on the part of employers or from prejudice and 
for the | suspicion on the part of employees, the industrial medical officer 
t many | can do much to make the scheme of rehabilitation work 
ith the! smoothly and efficiently. 
practis. 
qualif. Resettlement 
ind all} persons seeking to return to work after a period of incapacity 
under) fil roughly into four groups: 

(1) Illness and accidents which involve a short absence from work 
and in which no special rehabilitation is required, the patient being 
able to return immediately to his own work, occasionally with 

Ospital ; relief of overtime, reduced hours of work, and the arrangement of 
ian or | special diet. : 
those (2) Illness and accident following which a certain amount of 
a toning up and toughening is needed before a return to work—for 
an example, uncomplicated pneumonia, uncomplicated appendicectomy, 
tation | gic, Hitherto many of these cases, after discharge from hospital, 
velfate | have spent a few weeks at home and then drifted back to work, 
whereas they would have benefited by a short period at a centre, for 
general toning up. In some cases the solution may be found by 
temporary transfer to alternative work not causing undue fatigue 
; and undertaken for a short and limited period, after which they 
ilabk | should be expected to return to their former work. In common 
social { diseases, such as peptic ulcer, chronic bronchitis, and rheumatism, 
of his | the resettlement of the patient in a suitable occupation or readjust- 
is re | ment of his previous occupation may be of greater importance than 


any other form of treatment medicine has to offer. 


4 (3) More serious cases than those in the previous group, with 

fics considerable disability and slow return of function, such as frac- 
tures, septic hands, empyema, and neurosis, may need the help of 

ry of special rehabilitation centres. Where possible these patients should 

react | not return to the factory until they are competent to do their own 
work, but if long periods of economic dependence are involved the 
solution is to be found in the establishment of protected work- 
shops. Here these workers would be able to do supervised and 

; specially devised tasks and yet at the same time earn a wage. 

Is {0 (4) This group includes patients with much more severe disability 

the and no prospect of return to their former work. After rehabilita- 

ntial, * tion at a centre, re-training is necessary either in the factory under 

it | medical supervision or in special vocational training centres or 

ons, | Sheltered workshops. 

Financial Security 


nan- One of the most important features in any rehabilitation 


hose scheme is the economic security of the patient during treatment. 
here | It is essential that a person undergoing rehabilitation should 
ers, ; be relieved of financial anxiety, though not so remunerated as 


om- | to remove the incentive to recover in the shortest possible time. 


Special Groups of Cases 
and A comprehensive scheme for rehabilitation must of necessity 


yn-§ include provision for special groups of cases whose needs can-. 


cial not be met within the general plan. Patients suffering from such 
im-§ CONnditions as blindness, silicosis, or tuberculosis should usually 
th be dealt with on lines parallel to but apart from the main 
tf scheme. In the past the care of this type of patient has largely 
ach been the responsibility of voluntary organizations, although aid 


cases can now be registered as disabled persons and thereby 
obtain the benefits of the Disabled Persons Act. The work 
of organizations such as the National Institute for the Blind, 
the National Institute for the Deaf, the Papworth Village Settle- 
ment, and the British Legion is beyond praise, and a great many 
persons are gainfully employed who, but for special training 
or the provision of special environment thus provided, would 
be entirely dependent on others. 

It will be necessary to develop special systems, especially in 
tuberculosis, where the infectious element and the tendency to 
relapse complicate the problem. It is highly debatable whether 
any person with open tuberculosis should ever be employed in 
normal industry or be trained alongside non-tuberculous cases, 
and as the stability of an arrested case is always somewhat 
precarious it is probably best to develop a separate organization 
for all tuberculous cases except those which have recovered from 
very early lesions. 

For those whose condition is such that work must be created 
for them, or who must be segregated into community settle- 
ments, special provision will always be necessary. In other 
groups, though the medical treatment may present special prob- 
lems, the question of industrial resettlement does not differ 
from that of other disabled persons. 

Special provision is necessary for those who fail to be occu- 
pied although they no longer show any signs of disease or injury. 
In some such cases malingering will be suspected, in others it 
will be a question of either unrecognized neurosis or psycho- 
pathic personality ; and in some, of course, the residual dis- 
ability will be due to a persisting but unrecognized physical 
disease calling for further investigation. The vast majority of 
these cases, however, present a psychological problem and 
should be referred to the psychiatrist for an opinion about the 
presence of mental illness or abnormal personality and the 
further measures desirable to effect rehabilitation. It will be 
important to ensure that the relationship between the patient 
and the psychiatrist or other physician who examines the patient 
at this stage is such that the latter is regarded as a doctor. 
concerned with diagnosis and treatment and the patient’s wel- 
fare, and not as an official or judge deciding whether the patient 
is to be penalized for being work-shy. 


Summary of Principles on which should Depend a Planned 
Rehabilitation Service 


1. Unity of Control at the Centre-—The Medical services of Indus- 
try should be part of a comprehensive health service, administered 
by a single Government Department under a Minister responsible 
to Parliament. 

2. Unity of Control in the Regions.—The rehabilitation services in 
the major administrative areas should be co-ordinated and super- 
vised by a regional rehabilitation officer, who should be attached 
to a University centre and who should have experience of clinical 
and industrial medicine. 

3. Continuity of Care.—(i) Overail responsibility by the specialist 
in charge and supervision at all stages by a qualified medical practi- 
tioner responsible to him. (ii) Early contact with the case by repre- 
sentatives of (a) Ministry of Labour—i.e., D.R.O.; (b) industry— 
i.e., welfare officer. 

4. Effective liaison between all who are immediately responsible 
for the clinical conduct of the case: (i) general practitioner: 
(ii) hospital staff; (ii) industrial medical officer. 

5. Co-operation between Medicine and Industry.—{i) Disablement 
advisory committees; (ii) local industrial councils; (iii) almoner 
and D.R.O. 

6. Close contact between general and special hospitals and rehabili- 
tation centres, convalescent homes, and vocational training centres. 


The Socialist Medical Association at its annual general meeting 
in London on May 19 recorded its warm welcome for the National 
Health Service Bill, especially the proposed unification of the hos- 
pital services and the establishment of health centres by every local 
authority. It recommended that provision should be made in the 
Bill to enable doctors, if they so choose, to be paid by salary; and 
resolved to explain the advantages of the new service to the public 
through the organizations of the Labour movement and, more par- 
ticularly, to health workers of all grades. Mr. Somerville Hastings 
was elected president for the coming year, Dr. D. Stark 
Murray and Dr. H. H. Joules vice presidents, Dr. D. E. Bunbury, 
hon. secretary, and Dr. L. T. Hilliard, hon. treasurer. 
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The Health Bill at the Labour Party Conference 


The Bournemouth Conference of the Labour Party devoted 
a bage half-hour to the Health Service Bill, which was not even 
mentioned in the report of the National Executive which 
formed the basis of the week’s discussions. All parties when 
they come to power change their tone, and the mildness of 
the criticism on this and other issues at Bournemouth was in 
striking contrast to previous conferences. Dr. Stark Murray, 
in moving a resolution on behalf of the Socialist Medical Asso- 
ciation, seemed to feel that his hearers might have expected 
something different from complete acquiescence in proposals 
which are short of S.M.A. policy. He said that many must 
have anticipated that his association would put down amend- 
ments drawing attention to the departures which Mr. Bevan had 
found it necessary to make from the party’s original proposals, 
but that was not their function or purpose at the present time. 
They would have liked the Minister to have gone further— 
much further. They believed that there should be one single 
standard of medical care for the whole population. They had 
accepted a compromise which retained a certain degree of 
privilege within the health service, but they would watch care- 
fully and be prepared to come forward at any given moment 
if this was abused. Dr. Murray described Mr. Willink’s nego- 
tiations with the B.M.A. “to change the whole policy [of the 
original White Paper] which the Coalition Government had 
laid down” as “one of the worst examples of backstairs 
intrigue that we have ever known.” 


A Bigger Health Bill 


A resolution passed at the Labour Conference at Bourne- 
mouth on recruitment for the National Health Service called 
for the provision of free education with maintenance for all 
suitable students, irrespective of sex, and also, as a further 
democratic measure, for the establishment of hospital and 
health centre committees of which elected representatives of 
staffs should be members. The health policy of the Labour 
Party, said the mover, was not a final one. It avas not crystal- 
lized for good and all in the present Bill. It was constantly 
growing and developing, and a bigger Health Bill in the future 
could be foreseen. Meanwhile the Minister, if he was to pro- 
vide all the workers necessary for the new Service, must at the 
earliest possible moment set up all forms of education for the 
personnel of the Service—medical, nursing, technical, auxiliary. 
** Just as we have drawn a brilliant Cabinet from working-class 
ranks *—this was said with Mr. Attlee and Dr. Dalton looking 
down from the platform, and Lord Pethick-Lawrence, Lord 
Addison, and Sir Stafford Cripps looking on from elsewhere— 
“so the Minister of Health must begin to draw a brilliant 
medical profession from the ranks of the working-class.” 


Paying the Doctor in New Zealand 


When New Zealand doctors were asked in a questionary 
some time ago which of the five permitted methods of pay- 
ment they preferred the majority chose the “ refund” system in 
the proportion of 1.3 to 1. Under this system, it will be remem- 
beréd, the doctor sends in his bill in the ordinary way to the 
patient (usually 10s. 6d. or 12s. 6d. for a consultation or visit) ; 
and the patient, when he pays, is given a receipt showing the 
number of services, and this permits him to claim a _ basic 
7s. 6d. per service from the State. The other four methods of 
payment are: (a) salary (in rural areas); (b) capitation fee ; 
(c) token payment by patient, the doctor claiming on the State 
for the statutory fee ; and (d) the fee-for-service system. The 
refund method is the one approved by the B.M.A. in New 
Zealand, and is, moreover, the one actually adopted by twice 
the number of those doctors using the fee-for-service system, 
although, as shown above, when asked to express a preference 
the ratio fell from 2:1 to 1.3: 1. 

It may be that the reason for the difference between fact 
and preference is to be found in the experience of a correspon- 
dent in the New Zealand Medical Journal (February, 1946), 
who was asked by the Health Department to state in writing 
his diagnosis in the case of one of his patients who had sub- 


mitted a bill for £9 for attendances durin 
September and October, 1944. The doctor, 
the patient’s permission to give this information, by 
objected. on principle to confidential information being 9 
for lay persons to see. The Department's reply was ™ 
her that if the desired permission was not given the 
be certain penalties. The writer goes on to state that aft 
discussing this matter with colleagues who charged the Gone. 
ment direct (fee-for-service system and the one favoured 
the Government) he found that they had not been asked for 
diagnoses in this way. He continues: “I am the Only prac. 
titioner in my area who does not charge the Government direc, 

. my patients have been persistently annoyed in every cop. 
ceivable way; Sunday visits, mileage, etc., are queried, and 
far too many refunds held up until a diagnosis is supplied 
It would almost appear that this is an attempt to force me into 
the Government scheme.” 


& the months of 


Liaisons 

The proposals in the Health Service Bill are bringing aboy 
various liaisons among those affected. One is the setting up of 
a joint committee of the B.M.A. and the Pharmaceutical Society 
to discuss matters of common interest, such as the constitution 
and functions of the Executive Committees, which under th 
Bill are to be responsible for pharmaceutical as well as gener 
medical services, the arrangements for supplying medicines jj 
rural districts, and the employment of persons at present en 
gaged as dispensers to doctors. The Pharmaceutical Society has 
appointed eight representatives and the B.M.A. eight, including 
the chairmen of the Insurance Acts and General Practice Com. 
mittees. There has also been a meeting at the Ministry of 
Health between the Ophthalmic Group Committee of th 
Association and representatives of the sight-testing opticians, 
at which the long-term proposals for ophthalmic medical ser. 
vices and the supplementary proposals for the continuation of 


existing arrangements during the interim period were expounded’ 


by a representative of the Ministry. It was agreed that an 


attempt should be made to define the place of the non-medical : 


refractionist in the final ophthalmic service under the charge 
of an ophthalmic surgeon, and the preliminary working out of 
this definition has been referred to a subcommittee of five 
representatives on each side. 


Quick Conversion 

The Hansard reports of Standing Committee C make good 
reading—not heavy reading at all. The proceedings of the 
committee itself seem to be even more lively than the report 
makes evident. There are also examples of quick conversion 
on the committee. An amendment to Clause 22 was moved 
by a Labour member and supported in a most cogent speech 
by another Labour member, a medical man. This second 
Labour member, according to the record, began his speech at 
12.15, and by 12.30 p.m. the division had been taken and the 
committee was on another subject. In the division the amend 
ment was lost by 32 to 1, the solitary supporter being the 
original mover. The second supporter actually voted against 
the amendment in favour of which he had spoken only ten 
minutes before. 


Ungrateful Out-patients 

A rather melancholy reflection on the value which out 
patients attach to the services rendered to them is afforded by 
the experience of the Middlesex County Council. Two anda 
half years ago the Council ceased its practice of making assess 
ments for out-patient treatment in most of the departments of 
the county hospitals. The reason for the change of practice 
was that the almoners were unable to cope satisfactorily with 
the work, which necessitated interviewing every patient. Instead 


of assessments. collecting boxes were placed in the departments, : 


and it was left to the patients to contribute. The Public Health 
Committee certainly does not over-paint the picture when it 
says that the results have been “ somewhat disappointing.” At 
first the amount contributed represented an average of 344 
per out-patient attendance, but in 1944 it fell to three-farthings, 
in 1945 to one half-penny, and so far in 1946 it is represented 
by the derisory farthing. Instead of the £8,000 received for 
out-patients in the last year of the assessment system, only 
£1,744 was received in 1944, and £1,467 in 1945. In view of 
the imminence of the National Health Service it is not cor 
sidered desirable to revert to the old procedure, and at al 
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ime of the almoners has been saved for more 
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INDUSTRIAL TEN 


The Board of Trade has announced that people who spend not 
jess than 22 hours a week in dispensing medicines are entitled 
to claim the Industrial Ten supplement as from June 17. Appli- 
cations for these extra clothing coupons must be made by the 
employer, and the necessary forms can be obtained from the 
jocal offices of the Ministry of Labour. 


Correspondence 


— 


Fees for Part-time Services to Local Authorities 


Sir.—An indignant colleague of mine, having read Circular 
102 issued by the Ministry of Education, asserted that if things 
go on as they are one will be able to earn more as a lavatory 
attendant than as a specialist. While I doubt if things are 
quite as bad as that, I would like to know why the B.M.A. has 
agreed to a sessional payment to “consulting and visiting 
physicians and surgeons” of £3 3s. when the Council of the 
B.M.A. in its report in the Supplement of April 20 recommends 
{5 5s. It seems unwise, to say the least of it, to agree to a 
lower fee after publishing recommendations for a higher one 
to be submitted by Council to the A.R.M. in July. £6 6s. to 
be shared between a surgeon and an anaesthetist for an operating 
session of eight operations seems perhaps to justify my friend’s 
pessimism. The fees for other in-patient treatment are strongly 
reminiscent of the E.M.S. scales, which were accepted as a 
patriotic gesture by the profession, with repeated assurances that 
they would not form the basis of future arrangements. The 
scale of fees set out in this circular is said, with equal sincerity 
no doubt, to be without prejudice to future arrangements under 
a National Health Service. 

The fact that I am not engaged in seeing school-children and 
am not personally involved makes it easier for me to draw 
attention to the inadequacy of the proposed fees, with the hope 
that steps will be taken to bring them at least into line with the 
recommendations of the Council of the B.M.A.—I am, etc., 

Hove. H. J. McCurricu. 


*, The Secretary of the B.M.A. states: Pending the decision 
of the Representative Body in July on the revised scales of fees 
for practitioners giving part-time services to local authorities, 
the Council has expressed general approval of some of the fees 
set out in the Ministry of Education circular, including the 
sessional fee of £3 3s. In so far as the Council accepted the 
proposals, the Ministry was informed that it was on the under- 
standing that the Council reserved the right to reopen discussions 


in the light of any modification that might be made in the 


Association’s scales of remuneration by the Representative 


Body in July—Ep., .B.M.J. 


In Defence of Service Medicine 


Sir.—I have just read the pamphlet entitled “ Your Doctor 
or the State Doctor” referred to in a letter by Fl. Lieut. H. S. 
Samuel (Supplement, May 25, p. 156), with whose remarks I 
whole-heartedly agree. Some of the paragraphs are an insult 
to medical men and women who have been serving with the 
Forces. I do not know who has uttered this pernicious docu- 
ment, as it is unsigned, and I will not deal with it phrase by 
Phrase, but its main premise seems to be that State medicine will 
be like Service medicine and therefore necessarily bad. Much 
of the rest of it is sheer misrepresentation. 

One thing which was very obvious to me in the Army was 
that the doctor-patient relationship suffered rarely, if ever, and 
was often on a much more honest basis than it is when the 
doctor’s services are bought by the patient. I have described 
elsewhere (Journal, April 7, 1945, p. 491) the kind of medicine 
we practised in the Army, and I will repeat the words I used 


in that article about medical officers who worked with me: 
“| I have had officers of varying professional ability, but 
have yet to meet one who has been lazy or neglectful of his 
patients despite the complete absence of any motive of gain, 
fee, or glory.” 

If the new service has the result that some of the persistent 
complainers and malades imaginaires get short shrift instead 
of thé interminable bottle of medicine and certificate, it will 
surely be a gain to all concerned, including the patient. That 
bureaucratic control of the profession is a danger we would 
probably all agree, and Mr. Bevan has shown on many occasions 
and in many ways that he is anxious to avoid it. Service 
medicine was not perfect, and many of us were irritated by it 
at times, but who were the villains of the piece when the 
Army system went wrong? Not “ Whitehall,” not the D.G. 
(God bless him), not the clinicians ; it was the occasional petty 
medical administrator promoted beyond his deserts in time of 
war. He was. needless to say, not a Minister of State but a 
member: of our own profession. Preserve us from a service 
administered wholly by doctors.—I am, etc., 


Manchester. ROBERT PLATT. 


H.M. Forces Appointments 


ROYAL NAVY e 
Surg. Cmdr. J. C. Sinclair has been placed on the Retired Ljst. 
Surg. Lieut.-Cmdis. S. H. R. Price and M. A. Rugg-Gunn to be 


Surg. Cmdrs. 
Surg. Lieut.-Cmdrs. (Emergency) C. J. Mullen and C. G. Hunter, 


D.S.C., have been transferred to the Permanent List. 


TERRITORIAL ARMY 


Royat Army MeEpIcaL Corps 
Lieut. A. Durward, supernumerary for service with Leeds Uni- 
versity Senior Training Corps (Medical Unit), has resigned his 


commission. 


Association Notices 


ELECTION OF MEMBERS OF THE COUNCIL BY 
BRANCHES NOT IN GREAT BRITAIN AND 
NORTHERN IRELAND 
Notice is hereby given that nominations of candidates for 
election as a member of Council by the West Indian Group 
of Branches for the period of three years, commencing from 
the termination of the Annual Representative Meeting, 1946, 
must be forwarded in writing so as to reach the Secretary not 


later than August 31. 
The Branches in the Group are: Barbados, Bermuda, British 


Guiana, British Honduras, Grenada, Jamaica, Leeward Islands, 


St. Lucia, and Trinidad and Tobago. A 
Nominations must be signed by not fewer than three mem- 
bers of any Branch in the Group, and should be in the following 


form: 
We, the undersigned, hereby nominate............:.+++e+eeeees 


the names of the Branch in the Group) Branch as a member of 
the Council of the Association for the three years 1946-9. 


Signatures and addresses of three nominators.......-.-+-++++++ 


If a contest occurs voting papers will be issued from the 
head office, British Medical Association, Tavistock Square, 
London, W.G€.1, to each member in the Group. 

By Order, 
CHARLES HILL, 
Secretary. 
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ASSOCIATION NOTICES 


SUPPLEME| 
BRITISH EMENT 


ELECTION OF COUNCIL OF B.M.A. 


The following are the results of the election of members of 
Council by those Groups where there were contests : 
C (Isle of Man, and 
F. Rose (Preston) . 
Elected 


R. (Liverpool) . 
D. R. Owen (Chester) 532 Elected 


Group E (Bedfordshire, Cambridge and Huntingdon, Essex, Hert- 
Norfoik, and Suffo!k)— 


Ss Stevenson (Camb ridge) . 316 Elected 
Propert (Colchester) 223 
No. of voting issued “35 


Group J (Bath, Bristol and Somerset, Gloucestershire, Worcestershire 
Herefordshire) — 
M. Golding (Bristol) ... 320 Elected 
G. Gordon 4Bath) .. 107 


No. of voting issued 936 
No. returned . ELT 


Group:M (Kent and Sussex)— 
J. G. Thwaites (Brighton) 


378 Elected 
A. Taibot Rogers (Bromley) 285 


No. of voting .. 1,673 


Group N (Aberdeen, Dundee, Northern Cecunties of Scotland, 


Perth)— 
Mary Esslemont (Aberdeen) 191 Elected 
J. T. Simpson (Perth) .. 64 
A. H. Macklin (Dundee) .. 106 


Public Heatth Service— 
(Kensington) . 


535 Elected 
D. M. Stern (Isleworth) . 211 


IM. ‘Milloy (Highgate) . 

R. FY. H. Jolly ( olverhampton) .. 488 Elected 
Spoiled papers 1 


CHARLES HILL, 
Secretary. 


ANNUAL GENERAL MEETING 


Notice is hereby given that the Annual General Meeting of the 
British Medical Association will be held in the Great Hall, 
British Medical Association House, Tavistock Square, London, 
W.C.1, on Wednesday, July 24, 1946, at 12.30 p.m. Business : 
(1) Minutes of the last meeting ; (2) appointment of auditors ; 
(3) report of election of President for 1946-7. - 
CHaRLES HILL, 
Secretary. 


Sir Charles Hastings Clinical Prize 


The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of fifty guineas, is again open 
for competition. The following are the regulations governing 
the award: 


1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and record in general practice; it includes a money award of the 
value of fifty guineas. 

2: Any member of the Association who is cmanaia in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is of 
sufficient merit no award will be made. It is to be noted that 
candidates in their entries should confine their attention to their own 
observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than Dec. 31, 1946. The 


_ any year is not eligible for a second award of the priae 


Prof. James McIntosh: Viruses. 


prize will be awarded at the Annual General Meetin _ 
tion to be held in 1947. 8 ofthe As | 

5. No study or essay that has been published in the medica} 
or elsewhere wili be considered eligible for the prize, and on 
tribution offered in one year cannot be accepted in any se 
year unless it includes evidence of further work. A p ‘ 


6. If any question arises in reference to *the eligibility of the 
candidate or the admissibility of his or her essay the decision of the 
Council on any such point shall be final. 

7. Each essay must be typewritten or printed, must be 
guished by a motto, and must be accompanied by a sealed ep) 
marked with the same motto, and enclosing the candidate's name 
and address. 

8. The writer of the essay to whom the prize is awarded may, on 
the initiative of the Science Committee, be requested to prepameg 
paper on the subject for publication in the British Medical Journal, 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. 

9. Inquiries relative to the prize should be addressed to the 
Secretary. 


Branch and Division Meetings to be Held 


LANCASHIRE AND CHESHIRE BRANCH.—At Victoria and Station 
Hotel, Fishergate, Preston, Thursday, July 4; 12.45 Luneh; 
1.45 p.m., Annual Meeting ; 2.30 p.m., Visits and Excursions, 


—, 


& 


WEEKLY POSTGRADUATE DIARY 


EDINBURGH PosTGRADUATE LEcTURES.—At Edinburgh Royal Infirm. a 
ary, Thurs., 4.30 p.m. Mr. B. Soutar Simpson: Tuberculosig gg 
Sutherland, with Special Reference to Surgical Tuberculosis. 


DIARY OF SOCIETIES AND LECTURES 
RoyaL Society OF MEDICINE 


Annual Meeting of the Society —Tues., 1.30 p.m. 

Section of Pathology—tTues., 5 p.m. Centenary celebrations: of 
the Pathological Society of London. Address by Prof. 'H. R. Deane 
The Pathological Society of London. Short addresses on the cea 
tury’s progress: Prof. G. R. Cameron: Cellular Pathology ; Sir Pag 
Fiides: Bacteriology; Prof. E. C. Dodds: Chemical Pathology; 


APPOINTMENTS 


BIRMINGHAM: CHILDREN’S HospitaL.—Honorary Physician to Out-patientee 
C. G. Parsons, M.D., F.R.C.P. Honorary Surgeon to Out-patients: Faum 
Welsh, F.R.C.S. Honorary Assistant Aural Surgeon and Laryngologist ; AR 
Moffett, F.R.C.S. 

Guy’s Hospitat.—Assistant Physicians: W. N. Mann, M.D., 
C. Hardwick, M.D., M.R.C.P. Assistant Surgeon : S. H.. Wass, MS., Ree 
Orthopaedic Surgeon: J. S. Batchelor, F.R.C.S. Endocrinologist: P. Mim 
Bishop, D.M. Ear, Nose, and Throat — : P. V. Reading, M.S., F.RY 

MITCHELL-HEGGs, GorD2N, M.D., R.C.P., Corsulting Derma 
Charterhouse Rheumatism Ciinic, 

ParFitt, D. N., M.D., medical superintendent of Holloway Sanavorigg ¥ 
Virginia Water. 

Turner, F. L., M.B., Ch.B., D.A., Visiting Anaesthetist, Leicester now 
Infirmary. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for an insertion under this head is 10s. 6d. for 18 words oF 
Extra words 3s. 6d. for each six or less. Payment should be forwarded 
the notice, authenticated by the name and permanent address of the 

and should reach the Advertisement Manager not later than first post Monga 


morning. 


Baver.—On June 14, 1946, at Huddersfield, to Alma ai (née Sleap), 
Dr. F. Bauer, M.D:Prague, D.L.O., a son. 


MARRIAGE 


FLEMING—WaALKER.—On June 21, 1946, at Lady Seenntele North 
Edinburgh. by the Rev. R. Riddock Fisher, M.M., M.A., John 
Fleming, of Gosforth, Northumberland, to Margaret Janet Primrose Wi 
M.A., M.B., Ch.B., 40, Inverleith Row, Edinburgh. 


DEATHS 


BRowniING.—On June 18, 1946, suddenly, Samuel Barratt Browning, M.$S 
Major, R.A:M.C., dearly loved husband of Anne and devoted father of 
and Mary, of Wellington House, Handsworth Wood, Birmingham, iff 
47th year. 


FERGUSON.—On June 9, 1946, at Kiniris, Bridge-of-Weir, after a long ill 
George Ferguson, M.B., Ch.B.Glasg., late of Oldham, aged 66. § 


. RETURN TO PRACTICE 


The Central Medical War Committee announces that the followl 
have resumed civilian practice: Dr. Hugh Garland, F.R.C.P., 
43, Park Square, Leeds, 1 (Telephone, 21104); Mr. H. E. Hardif 
F.R.C.S., at 53, New Cavendish Street, W.1; Mr. A. J. Kill 
F.R.CS., at 9, Weymouth Street, W.1. . 
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